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'"^'^ AUTHOE'S PEEFACE 



The object of this short work is to present in concise and 
practical form, the diagnosis and ti-eatment of the various 
diseases ordinarily found in the nose and throat. 

^Tiile it may appear superficial to the specialist in these 
diseases, it is hoped that it will prove helpful to the under- 
graduate and the post-graduate medical student who wishes 
to become familiar with the fundamental principles of nose 
and throat work in a short time, and also to both in listen- 
ing to lectures or in doing special dispensary work. 

It is also hoped that this work may be acceptable as a 
brief reference-book to the general practitioner, who is often 
called upon to treat diseases of the nose and throat, and who 
needs to have in a concise form the chief points in the di- 
agnosis and treatment of any of the diseases ordinarily found 
in these parts of the respiratory system. Very little reference 
has been made to pathology or anatomy, because in so short 
a work it is almost impossible to do justice to these branches, 
and it is better that the student should refer to some of the 
special works for this information. 

The author wishes to express his indebtedness to the works 
of MacDonald, Cohen, Bosworth, Sajous, Kyle, and Knight, 
and also to writers in the medical journals, too numerous 
to mention. 

J. B. F. 

New York, 1906. 



EDITOR'S PREFACE. 



In arranging for the editorship of The Medical Epitome 
Series the publishers established a few simple conditions, 
namely, that the Series as a whole should embrace the 
entire realm of medicine; that the individual volumes 
should authoritatively cover their respective subjects in all 
essentials; and that the maximum amount of information, in 
letter-press and engravings, should be given for a minimum 
price. It was the belief of the publishers and editor alike 
that brief works of high character would render valuable 
service not only to students, but also to practitioners who 
might wish to refresh or supplement their knowledge to date. 

To the authors the editor extends his heartiest thanks for 
their excellent work. They have fully justified his choice 
in inviting them to undertake a kind of literary task which 
is always difficult — namely, the combination of brevity, clear- 
ness, and ccmprehensiveness. They have equalled the con- 
scientious efforts with which the editor has performed his 
duties from first to last. Co-operation of this kind ought 
to result in useful bocks, in brief manuals as contradistin- 
guished from mere compends. 

In order to render the volumes suitable for quizzing, and 
yet preserve the continuity of the text unbroken, the ques- 
tions have been gathered at the end of each chapter. This 
new arrangement, it is hoped, will be convenient alike to 
students and practitioners. 

V. C. P. 

New York, 190G. 
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DISEASES OF THE NOSE AND THROAT. 



CHAPTER I. 

GENERAL CONSIDERATIONS. 

Essentials of History and Examination. — In order to be suc- 
cessful in the treatment of diseases of the nose and throat it is 
particularly necessary that the student should make himself 
familiar with, and dexterous in, the use of the various instru- 
ments necessary for making examinations and carrying out 
treatments. This may only be accomplished by a great deal of 
patience and experience in clinical work. 

Patients' first impressions are often veiy much influenced by 
the surroundings and general appearance of the doctor's office, 
the appliances for examination, the cleanliness and neatness 
of the instruments, and especially by the gentleness and thor- 
oughness of the examination. When a patient comes to one's 
oflioe let him give a short history of the disease in order to Bnd 
out exactly what is the special pain or di.scomfort of which he 
complains. When the examination begins, the part which 
chiefly troubles him should always be investigated first. Be- 
fore making a diagnosis, or stating a positive opinion, always 
make acareful examination of the nostrils, pharnyx, postnasal 
space, and larnyx. When the exact condition of all these 
parts is known, one is able to tell the patient what is found 
and what the suggestions iis to treatment are. 

The instniments and fixtures necessary for ordinary work 
arc described hereinafter, and the special in.struments, as 
extensions present themselves, will be di.scussed later. 

The first appliance necessary is a head mirror cw ■nA^'iwsi, 
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(Fig. 1) which should be of concave glass from three to four 




Head mirror wiih 



inches in diameter. For ordinary work, a mirror with a 
leather he£wi-band and ball-and-socket joint is to be pre- 
ferred, so that, when not in use, it may l>e turned upward 
on the forehead out of the way. For office work a mirror 
attached to the lamp is more convenient in a great many 
ways (Fig. 2). There is another reflector, a combination 
of source of lifjht and mirror, in the form of a small electric 
lamp, with lenses and reflector (Fig. 3). Thi^ may be used 
in office work, but it ia especially useful for bedside exam- 
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iruitions, eiuitiling one to get a good view of the patient's 
nose or throiit without disturbing him in Jiny way. 




The reflector is usually worn over the eye on the side from 
which the light comes; that is, if the lamp is at the left side, 
one shouhl wear the heatl-niirror over the left eye. This is, 
moreover, the more practical side, there being less danger of 
obstruction of view while operating. 

The b«st light is a ga.s-linrner provided with a Welshach 
mantle and comlenser, aa shown in the cut. Some men pre- 
fer electricity, using a ;i2-candle-power bulb VtsKwii "fet *«»«s. 
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form of condenser. The only objection to the electric lig^n^l 
that it is necessary to have an alcohol lamp burning in order to 1 




Eleotric bead-liglit. 

heat the diagnostic mirrors. Another good source of light ia 
Ihe ordinary students' lamp with a condenser (Fig, 4). 

Nasal Speculom. — Illustrations of two are given; they are ' 
very simple, are easily applied, and are the most serviceable. 
There are many other good nasal specula, any of whicfa { 
will answer all requirements for the examination of the J 
nose (Figs. 5 and 6). J 

There are many different kinds of tongue -depressor, but the 
3ingle-pie<'e varieties, such as is shown in Fig. 7, are prefer- 
able, especially those that are not fenestrated (Fig. 8). It is 
always well to have a number of depressors, as no patient 
likes to have one that he thinks some one else has been usiqg 
a short time previously (Fig. 9). 

Five or six laryngeal-mirrors are necessary, using the larger i 
ones to examine the laPr'nx and the smaller ones to examine • 
the postnasal space. The small ones might be called rhincw- \ 
copic miirors. These mirrors are easily damaged by exce8;uve i 
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heat; it is always necessary to warm them over the alcohol- 
or p;as-lamp each time before using, in order to prevent the 
breath of the patient from clouding the mirror. This heating 
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must be done carefully or the mirror is destroyed. Before 
using them in the mouth always try the degree of heat on the 
hand, so that the mirror be not too hot and burn the patient's 



Fia. 7. 




Bosworth' 8 tonRue-depressor. 



Fig. 8. 




Tobold's folding tongue-depressor. 



Fia. 9. 




Laryngeal mirror. 



mouth. The handles in all possible cases should be nlckle- 
plated, as they appear more attractive, are aseptic, and may 
be sterilized when necessary. 
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Several applicatois are indispensable— short ones for tlie nose 
and long oiie„s for the jiharynx and larynx. These applicators 
are made of nickle-plated steel-wire having a screw or cor- 
rugated tip, in order that the cotton may not slip oft in using. 
The laryngeal applicators should be curved almost to a right 
angle at one end, having the short limb two or three inches 

Other special Instmments will be referred to from time to 
time an description of them may be required for the different 
operations (Fig. 10). 




The operating-room should alway.s be neat and clean, and 
contain a glass-top operating-table, several ^la3s\.TK^*^>«"TO.- 
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struments, itnd a small .sterilizer — similar to that shown in Fig, 
11. There is a very efficient electric sterilizer, which takes up 
little space and is especially serviceable for nose and throat 
instruments. 




The accompanying illustration of an operating-chaii shows 
a very good type, both for the patient and operator (Fig. 
12). The operatoralsorequiresalargesupply of clean toweU, 
a basket for soiled towels, and a receptacle for soiled dresBiogs. 
An oi'dinary paper bae. hung out of the patient's sight, is a 
most sanitary receptacle for dressings, Iwcause, when it is 
full, its mouth is twisted shut, and the hag thus closed is re- 
moved to l)e burned. Thus no one need touch the soiled rot- 
ton and dressings of the office. 

T)ie compressed air for the spr&y tubes and wash bottles is im- 
portant. There are many ways of obtaining the pressure 
necessary. -The hand compressor shown in Fig. 13 is the best 
cheap one to lie ha<l. Its only <lisadvantage is that the pump 
has to l)e worked often, and considerable strength is required 
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to produce much pressure. There are very reliable triplex 
water-power pumps, which are not expensive to nin and give 




very good satisfaction. The author has in his cellar a large 
forty-gallon air-tank which is kept at a constant pressure of 
twenty-five pounds by an automatic electric air-pumj). This 
he has fouml to be the best pump in the market at the present 
time {Fig. 14). From the large Kupply-tank in the c-elhir, 
different supply tubes should run to the operating room One 
tube, fitted with a cut-off, supplies air for the spray-bottles, 
atomizers, and such wash-1 mttles as may be required. An- 
other tube passes to the nebulizer. As many other tubes as 
might be needed may be connected to the large ta-aW. 
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Tlie spray-tabes are made of j^tass, lianl nihlifr, ur nickle- 
plated metal tubinjj;. The objection lo ghiss tubes is that they 
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break very easily. The hard-rubber tubes are apt to become 
stopped up at times, and frequently are damaged by boiling 
for sterilization. The author prefers the nickle-ptated tubes, 
as they are mor,e durable and may be sterilized by boiling 

when required (Fig, 15). It is always well to have a series 




of these spray-tubes and bottles — two fop oil solutions and 
others for alumnol solution, cocaine solution and any other 
solutions which might be requirefl from time to time. Fig. 
16 illustrates a very serviceable spray outfit that has the 
atlvantage of an eleetric attachment which enables one to 
have all the solutions warm, even making some of them hot 
if required. 



28 DISEASES OF THE XOSE A.\D THROAT 

Flo, Ifl. 




eiectnc neater :or tpray-tuMB. 
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PHYSIOLOGY OF THE XOSE 

CHAPTER II. 
DISEASES OF THE NOSE. 



PhTsiology of the Nose. — ^The nose is the organ of the special 
sense of smell; but it is essentially an organ of respiration, 
warming and moistening the air we breathe and arresting 
particles of dust in the air before they enter the Iimgs. The 
breathing of air at an uneven temperature, or of marked 
degree of dryness, or if saturated or laden with impurides, 
always acts as a source of irritation to the raucous membrane 
of the upper respiratory ti'act. It has been shown that no 
matter how cold the external air may be, by the time it 
reaches the pharynx it has become almost as warm as the 
blood, and also well saturated with moisture. The mucous 
membrane lining the nose, and especially that over the lower 
turbinate bone, secretes from sixteen to twenty ounces of 
fluid during the twenty-four hours. The action of this fluid 
is to cleanse and lubricate the nose and to moisten the air one 
breathes. Conditions may arise which interfere with this 
natural secretion of the nose, either by increasing the amount 
of fluid elements so that it flows out of the nostrils as a thin, 
watery discharge, (noticed in an acute cold in the head or 
acute coryaa), or, on the other hand, by decreasing the fluid 
elements so that the secretion l)ei'omes too thick to How away. 
This is due to the fact that some of the glands have become 
atrophied and thesecrction thickened, and, collecting in the 
nose, decompases and forms scabs and crusts in the nostrils. 
Under these conditions the patient will often complain of a 
dropping of mucous into the throat. This condition is usually 
only a collection of secretion.? from the nose, which, being too 
thick to flow away, collect in the postnasal space, and when a 
certain amount has accumulated it drops into the pharynx. 
Breathing Ihrough the nose is very essential to good health, 
and breathing through the mouth so mivnvavia '^*.v \q»ssi 
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artificial methods are employed to moisten and warm the air 
by people who thus breathe. The quality of the voice is much 
influenced by the size and shape of the nasal chambers and 
by any abnormal condition, of these chambers such as devia- 
tion of the septum, spurs on the septum, enlarged turbinated 
bones, in fact anything which interferes with the free pass- 
age of air through the nose has a more or less injurious 
effect upon the voice, and, by correcting these abnormal 
features, the voice is much improved in qutJity. We notice 
this dead quality or lack of resonance in the voice very 
markedly in people whose nostrils are obstructed by polypi 
or whose postnasal space is filled l)y adenoids. 

Anatomy of the Nose. — ^The nose is divided by a median 
partition, the septum, into two nasal chambers (foss») each one 
being a wedge-shaped cavity, distinct by itself and extending 
from the nostril or anterior nares in front to the posterior 
nares or postnasal space behind, and from the base of the 
skull above to the hard palate below. 

The septum of the nose is a thin partition, a tenth- to an 
eighth-inch in thickness, and is composed in front of cartilage 
and behind of l>one. The bony part is made up by the per- 
pendicular plate of the ethmoid, the vomer, and the nasal spine 
of the frontal bone. In its normal condition the septum 
should be perfectly straight, thin, and in the median line. 
The cartilaginous portion is seldom found in this condition, 
as, owing to its prominent position and frequent exposure to 
injury by blows and falling on the nose, the septum is often 
bent or deviated to one side or the other to so marked a degree 
in some cases as to occlude the nostril. The posterior part is 
composed of bone, and, being well protected from violence, is 
seldom found in any displaced position even when the car- 
tilaginous portion is often badly deformed. 

The outer wall of the nasal cavity is formed by the inner sur- 
face of the maxillary, the lachrymal, the ethmoid, and the 
palate bone. 

The roof of the nose is formed by the nasal bone, the nasal 
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spine of the frontal, the cribriform plate of the ethmoid, and 
the body of the sphenoid bone (Fig. 17). 

The floor of the nose is formed by the superior maxillary 
and palate bone. The outer wall of the nose is the most com- 
plicated, and presents three prominences, the turbinate bones, 
which extend from before backward and partially divide 
the nasal cavity into incomplete spaces called meatus. These 
turbinated bodies are three in number — the inferior, middle, 
and superior. They vary in size and shape, and, owing to the 
relations they bear to the surrounding parts, and to the in- 
fluence they exert on the general condition of the nose and 
throat, are of great importance. 

The inferios or lower turbinate bone is the largest, and, in a 
way, is the only independent l)one. The middle and superior 
turbinate bones are smaller. All are concave in shape and ex- 
tend from before backward, and beneath the concave surface 
of each one the corresponding meatus is found. 

The inferior meatus is that portion of the nasal passage 
which lies below the inferior turbinate bone and extends from 
the nostril in front to the postnasal space behind. Opening 
into the inferior meatus is the nasal duct, which carries the 
secretions from the lachiymal sac. 

The middle meatus lies above the inferior turbinate bone 
and below the middle turbinate bone, and opening into it 
are passages from the antrum of Highmore, the frontal sinus 
and the anterior ethmoidal cells. The largest of these open- 
ings into the meatus is the one from the antrum, (sometimes 
called ostium maxillare), and is found just beneath the 
centre of the middle turbinate bone. The opening of the 
frontal sinus is located at the anterior end of the middle 
turbinate bone, and a little posterior to it the opening of the 
ethmoidal cells is found. 

The superior meatus is situated above the middle turbinate 
bone, and it has opening into it a passage for the posterior eth- 
moidal cells and the sphenoidal sinus, from before backward, 
in the order named. 
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The accessory cavitieB of the nose are : the maxillary siana or 
antrum of Highmoie, the frontal sinus, the anterior ethmoidal 
sinuaos (which are three in number), and the posterior eth- 
moidal sinus. The only purpose of these various cavities is to 
iiiid streiifrth ami lifjhtness to the bones of the head. 

The mucous membrane lining the nasal cavities is called the 
Schneiderian membrane, and is continuous throuj^h the duets 
with the mucosa of all the various acces.soiy cavities of the 
nose. In the upper part, over the superior turbinate bone 
and septum, it it quite thin, while over the lower turbinate 
bone, the floor of the nose, and the lower part of the septum, 
it is quite thick and closely adherent to the periosteum. It is 
well supplied with bloodvessels and nerves, which accounts 
for the rapid repair after injury or operation. 

The mucous membrane is covered with ciliated epithelium, 
and contains numerous secreting glands. 

The nerves of the nasal cavity are importjint. The olfactory 
nerve passes through the cribriform plate of the ethmoid bone 
and is distributed to the upper part of the septum and to the 
superior and middle turbinatetl botiies. The sensory nerves 
are derived from the fifth cranial nerves. The nasal branch of 
the ophthalmic and the Vidian nerves supply the roof of the 
nose. The outer wall receives branches from the anterior den- 
tal nerve, palatine nerve, and also from the sphenopalatine 
ganglion. The septum is supplied by branches from the nasal, 
nasopalatine, and Vidian nerves. 

Arterial Blood Supply of the Nose. — The anterior and pos- 
terior ethmoidal branches of the ophthalmic artery supply the 
roof of the nose, all the ethmoidal cells, and the frontal sinus. 
Branches of the internal maxillary artery supply the septum, 
turbinated bodies, and meatus. The posterior dental artery 
supplies the antrum. The external part of the nose and skin 
are supplied by the ophthalmic, facial, infraorbital, and by 
branches of the internal maxillary arteries. 

The veins of the nose join.through the foramina in Ihc crib- 
riform plate, the intracranial vein. 
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Rhinoscopy comprisea the act of exiiniining the nasal cavi- 
ties. It may be divided into two forms, anterior rhinoscopy 
(light and left), and posterior rhinoscopy. 
Essentials of Rhinoscopy.^— In order to perform rhinoscopy 
Frfi. 13. properly it is necessary to have a good light- 
either sun-light or gas-light. The patient sits, 
on one chair with the light at the level of the 
eyes, and preferably at his right side. The 
examiner sits in front with the head-mirror over 
the left eye. In examining a patient one sbould 
always make him sit comfortably, with the 
head level, (that is, not tilted upward or 
toward either side). 

Anterior Rhinoscopy. — With the nasal spec- 
ulum in the right hand the examiner opens 
the nostril. He should look first at the i 
dition of the mucous membrane — whether con- 
gested, pale, very dry, or eovered with rai 
He should notice the septum — as to its general 
thickness, any deviation to either side, spurs, 
exastosis, or ulceration. He must inspect. the 
lower turbinate bone as to it:; size — whether 
enlarged or atrophied. After this the head ( 
the patient is raised a little and examination' 
made of the middle turbinate bone, which 
should l>e .small and prominent, but should not 
be in contact with the septum or outer wall o" 
the nose. If there be a polypii.'! it will be found 
in this locality. If there should be ethmoidal^ 
disease, a little pus wouhl be noticed flowing 
downward over the anterior end of the middt^t 
turbinate bone. The other nostril should 1 
_ examined in the same manner. If there igf 

uvula evidence of frontal, ethmoidal or antral dia* 

ease, it will be necessaiy to continue the ej 
illation, using diagnostic lamps and other instnuneota 
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These details will be taken up especially when describing 
diseases of the accessory cavities. 

After examining the anterior nares, one is ready to begin 
the examination of the posterior nares (posterior Thinoscop^). 
For this purpose the following are the necessary instiuinents : 
a small mirror [number one or two of the larj-ngeal set) and a 
tongae-de pressor; and in some cases it will be necessary to use 
a palate retractor or palate hook (Fig. 18). The tongue- 
depressor is held in the left hand and placed upon the 




k 



dorsum of the tongue. The patient is requested to breathe 
quietly through the nose and to let the tongue and soft palate 
be perfectly relaxed. A small rhinoscopic mirror, slightly 
heated, is now carefully inserted behind the soft palate. 
taking care not to touch the uvula or back of the pharynx 
with the mirror. 

Anatomic Points of Posterior Rhinoscopy. — The vault or up- 
per part of the pbaiynx Ih inspected for any thicke-ci^ '0«s».fc « 
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adenoids; then the septum, which should be thin and vertically 
in the median line. On either side of the septum the posterior 
ends of the lower and middle turbinate bones (and in some rare 
cases the superior turbinate bone) are seen. The mirror is de- 
flected a little to either side and the opening of the Eustacliian 
tube is brought into view. In cases that are nervous or hold 
the head awkwanlly, it will \ye difficult to see these parts well. 
It will then be nec*essary to use a two per cent, solution of 
cocaine on the soft palate and to pull the palate gently for- 
ward with a palate hook, when a full view of the posterior 
nasal structures will be obtained (Fig. 19). 

RHINITIS. 

Definition. — Rhinitis is an inflammation of the mucous 
membrane lining the nasal passages. 

Forms. — Rhinitis may be divided for the convenience of de- 
scription into acute, chronic, atrophic, and hypertrophic rhinitis. 
These types may again be subdivided into other varieties, if 
necessary; but usually these four divisions will comprise all 
the clinical cases usually encountered. 

ACUTE RHINITIS. 

Synonyms. — Corj^za, cold in the head, acute nasal catarrh. 

Definition. — Acute rhinitis is an acute inflammation of the 
mucous membrane lining the nose. 

Etiology. — Exposure to cold or wet when the body is over- 
heated ; sitting in a draught; exposure to sudden or extreme 
changes in the atmosphere ; the inhalation of irritating fumes or 
dust; foreign bodies in the nose; certain drugs, such as iodides 
and ipecac. It may also l)e excited by certain gastric and in- 
testinal diseases and a neurotic tendancy. The predisposing 
cause is a depressed general condition of the health. 

Symptoms. — ^^Phere is a feeling of chilliness, aching of the 
limbs, tendency to sneeze, severe frontal headache, dry eyes. 
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itchy sensation, and a "stopped up" feeling in the nostrils. 
There is a thin, watery, very irritating discharge from the 
nose, which, at first is very thin, becomes thicker, more te- 
nacious, and, in time, of mucopurulent character. Tinnitus 
aurium, willi a marked impairment of hearing, is often a 
prominent Mynipton. 

Physical Examination. — The nose is swollen, the mucons 
membrane is red and congested, respiration is impeded, and 
the infiammation very often has extended to the eyes and 
through the Eustachian tubes to the ears. 

Thediagnosis is usually niadeeasity. It is only necessary toex- 
ctude acute exanthemata, foreign bodies anil tumors of the nose. 

The prognosis in a simple case is usually favorable, the 
attack lasting from three to eight days. Acute rhinitis leaves 
certain changes in the tissues which increase the tendency to 
recurrent attacks and permanent damage. 

The treatment of acute rhinitis should be prophylactic, 
abortive, and curative, depending considerably on the cause. 

Prophylaxis consists in protecting a subject of tendencies 
toward rhinitis from the well-known causes in general, and 
from causes which in his own casemay be especially important. 

Abortive Measures. — If the patient is seen during the first 
few hours, he should lie given a very hot mustard foot-bath 
and at once put to bed. A Dover's powder, with a hot drink, 
followed by an active catliartic a few hours later, is of benefit. 
He shoidd also be given plenty of water and lemonade; the 
diet should be light. If the discharge is thin and acid, and at 
the same time the mucous membrane much swollen, the au- 
thor prefers to use a one per cent, or two per cent, solution of 
cocaine to open ihe nostrils by blanching the mucosa, and 
then to have the patient use some antiseptic powder, such as 
compound stearate of zinc and boric acid, to be insufHated by 
means of a powder-blower into each nostril every hour for .six 
or eight hours. Tell the patient not to blow the nose at the 
same time. Another serviceable coryza powder is the fol- 
lowing: 
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C/Ocaino gr. ii. 

C/iirnphor p^r. iii. 

Menthol gr. iii. 

('Ornpound stcaratc' of zinc and l)oric 

acid && 5 i. 

Mix, and make a i)o\.(l('r. 

S. — HIow into the noscx.itli tlu* !)1o\v(t every hour, as directed. 

Fk;. 20. 









_ 'i 



Wp.. I 3^ 



^L 




13evin)iH.s powder blower. 

If the ])atieiit is very nervous, potassium bromide; if rheu- 
matic, saHeyhite of soda; and if mahirial, (juinine is indicated. 
Cocaine, while it gives temporary relief, should seldom be 
used, and should never be given to the patient except as pre- 
scribed in the coryza powder. If the discharge is a little 
thick, good results are often ol)tained by using an oil-spray 
every hour or two, such as — 

Menthol gr. vi. 

Chloroform ttr v. 

Camphor gr. v. 

Liquid albolene 5 ii- 

Mix, and make into a solution. 

S. — Use in an oil atomizer every two hours. 

In later cases when the patient comes with the nasal mu- 
cosa swollen so that he cannot breathe, eyes swollen and con- 
gested, and a general feeling of stuffiness in the head, the best 
curativG treatment is the following: In each nostril insert a 
little four per cent, cocaine solution on cotton and leave it in 
for five minutes. This will shrink the tissues and for the time 
relieve the congestion. When the cotton has been removed. 



wash each nostril out gently with a miki alkaline soliitiun sneh 
as warm Seller's solution (half -strength), or one teaspoonful 
of glycothymolin, borolyptol, oralkalithymoformal in a half- 




glass of warm water. After the nostrils have been cleansed 
employ a mild oil-spray and have the patient use it at home 
at short intervals. The following is a good formula: 

^- 

Cocaine gr. v. 

Almond oil 

Liquid vaseline ita 5 i. 



In a few cases the inhalation of vapors is very beneficial, 
making the vapors with a nebulizer^ 

R- 

Menthol 

Camplior Sfi. gr. v. 

Compound tincUirc oF tienzoin . . , , 5 i- 

Liqiiid aibolene up to ^ i. 

Mix. and make n solution. 

B. — Use in u nelmlizt'r frequently. 

At home the patient should take one rhinitis tablet every 
hour for ten or twelve doses, or, iii intense cases, oae ^.s-e-^ 
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half-hour until the belladonna causes a dryness of the throat, 
after which one tablet is to be taken every three or four hours. 
Very good results may be obtained by giving the patient for 
use at home the following spray — 

R. 

Cocaine ST' '^" 

Adrenalin 5 iv. 

DiNtilled water up to 3 "• 

Mix, and make a solution. 

S. — Spray with an atomizer into the nose every hour. 

Fia. 22. 




At the same time the patient should take one five-grain 
tablet of suprarenal extract four times each day. 

CHRONIC RHINITIS. 

Definition.— Chronic rhinitis isachronic inflammation of the 
nasal mucous membrane and has but slight tendency to spon- 
taneous recovery. 

Etiology. — Frequent attacks of acute coryza, acute attacks of 
rhinitis following infectious disease. Frequent inhalation of 
irritating vapor.'!. Any lesion which prevents free respiration 
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through the nose, such as adenoids, enlarged tonsils, septal 
spurs, or foreign bodies iii the nose. Some of the same causes 
that are found in acute rhinitis, also act here. 

The BTmptoms of chronic rhinitis are much the same as \n 
acute rhinitis, only less severe. Fever is rare. There is an 
increased irritability of the nasal mucous membrane; also a 
feeling of stiffness about the nase, and frequent attacks of 
" catching cold, " and of repeated sneezing with considerable 
discharge from the nose, of mucopurulent character. On ex- 
amination there is a pufTy condition of the turbinate bones, 
sometimes one side beiug the more swollen and sometimes 
the other, and the mucous membrane is red and congested in 
spots, but of soft oetlematous consistency which collapses 
under the application of a little cocaine. 

The prognosis m, as a rule, good, especially if the cause may 
be fully corrected. 

The tteatment of chronic rhinitis might be divided into tn'o 
parts, general and local. 

The first and most important general treatment is the de- 
termination of the cause. If the disease is due to a consti- 
tutional diathesis, such as gout, rheumatism, or tuberculosis, 
the treatment must be particularly directed toward the cor- 
rection of these indirect causes. The general health must be 
looked after, and, especially, the digestive tract shoidd be 
kept in as good condition as possible. 

Before beginning local treatment, one must always look 
after the general health of the patient, for no matter how care- 
ful and scientific the local treatment may be, one will often 
fail to get good results if he leaves the general condition of the 
patient below par and does not make allowance and give 
treatment for that at the same time. In fact, splendid results 
may be obtained in some of these cases by paying more at- 
tention to the indirect cause and letting the local treatment be 
of the simplest kind. 

Tonics of iron, quinine, strychnine, or hypophosphites are 
beneficial. Good hygienic surroundings, especially i 
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sleeping-apartments, and plenty of fresh air and sunshine, 
are very important. In many cases one may have to advise a 
change of climate, some people doing much better in high 
altitudes with dry atmosphere, and others in the sea air. 

Local Treatment. — If the chronic rhinitis is due to any local 
causes, such as adenoids, enlarged turbinate bones, or thick- 
ened fauceal tonsils, these must all be corrected before a cure 
may be expected. 

One of the first details in the local treatment is to render 
the parts thoroughly clean by some mild, antiseptic solution 
for the purpose, such as glycothymolin, borolyptol, boro- 
formalin, thymoformal, Seiler's tablets, or normal saline 
solution. The proper strength for these solutions would be 
two drachms to the half-glass of warm water. 

After the nose is thoroughly cleansed, if the mucous mem- 
brane is found red and congested at any particular spot, that 
congestion may often be relieved by carefully making a few 
applications of ten per cent, nitrate of silver solution to the 
most affected points. These applications should be made 
every two or three days, making in all not more than three, 
and following each with a mild oil-spray. 

If the cause is an enlarged turbinate bone, a spur on the 
septum, or a deviation of the septum, the lesion, of course, 
should be corrected before local treatment will be of service. 
If there is a thin, watery discharge, with the redness, and the 
patient finds it necessary to use the handkerchief of ten, meas- 
ures which will dry up this discharge should be adopted, and 
nothing is better than a mild antiseptic powder for a few days. 

In ordering the use of the nasal-douche cup, always make 
the solution mild and warm, and tell the patient to pour it 
gently through the nose, tilting the head backward with the 
movih wide open; as the solution flows through, the head 
should be put forward and downward. The solution flows 
out of the mouth and also out of the other nostril. Never 
allow the patient to snuff the solution up the nose nor to use 
force, and warn him to be especially careful not to blow the nose 
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hard immediately after using the doitchey for in so doing he may 
force the solution or the nasal discharge into the Eusta^chian 
tvbe and cause an acvie inflammation of the middle ear. 



Fig. 23. 




yill H II H iiltollllUM'iaiiMUIUMlMi m iiWIMilil i iiilllllllli 

Nasal-douche cup. 



After cleansing the nose with the water solution it is well 
to use a mild, soothing, oil-spray or vapor from a nebulizer 
such as — 

Menthol 

Camphor aa gr. v. 

Liquid albolene 5 ii- 

Mix, and make a solution. 

S. — Use in an atomizer or nebulizer after cleansing the nose. 

• 

The use of antiseptic powders in these cases often acts 
very beneficially. These powders are very light, and may be 
had in different combinations, such as I^. compound stearate 
of zinc and boric acid; I^. compound stearate of zinc and 
alum; IJ. compound stearate of zinc and menthol. 

On account of the lightness of the powders one or two 
drachms is suflScient to prescribe at once and a powder- 
blower should always be prescribed at the same time 
(Fig. 24). 

The instructions for using the powder are, first to take in a 
long breath, and while holding the breath to puff some of the 
powder into each nostril ; then to gently puff the breath out 
through the nostrils. This method frees the nostrils of any super- 
abundance of the powder. The patient must not snuff pow- 
der up the nose, or use the powder-blower while breathing, 
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as, if he does, the powiler will t^et into the pharynx and larynx 
and cause consiileraMe ctniv^hintr. 




A ctMivtMiiont i»o\viler hl'iwer to cattv in the pocket. 

HTPERTROPHIG RHZNTTIS. 

Definition. — Hypertn)pliic* rhinitis is a chronic infiltration 
and hypertrophy of the nasal nuicous membrane and tissues, 
with a permanent dilatation of the I )1(kk1 vessels. 

Etiology. — The disease is usually due to long-continued 
chronic rhinitis and its causes, and to frt^cjuently recurring 
attacks of corvza. 

Pathology. — There is an increase of the epithelial cells, and 
an infiltration and formation of new connective tissue due to 
the frequent attacks of infianmiation. New bloodvessels are 
formed and sinuses become thickened and remain distended 
with blood until the connective tissue formed is abundant 
enough to cause them to contract. This is more noticeable 
over the turbinate bones, where very often the inflammatorv 
condition extends to and affects the osseous structures be- 
neath ; and, as a result of the want of proper nutrition, the bones 
often become much enlarged and in some cases undergo de- 
generation. The mucous membrane over the septum usually 
becomes thickened and congested, causing further obstruc- 
tion to the free passage of air through the nose (Fig. 25). 

The main feature of the symptoms is the persistent and con- 
timious obstruction to nasal breathing; or, as the patient says, 
**r am not able to breathe through my nose." The tongue 
and pharynx are dry. The patient sleeps with the mouth 
open, and snores; sleep is often restless. Hearing may be 
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affected. Sometimes suppuration of the middle ear appears. 
Tbe voice has a nasal tone, and the expression of the face 
is more or less changed. The secretions of the nose are 
changed, and collect in the nasal chambers, especially at night, 
and can only be removed by a great deal of care. Often 
these decomposing secretions find their way into the pharynx 
and stomach. The pressure caused by the increased size of 




narea ahtminB an bypertrophied lower tutbiuated booe. 



the turbinate bones sometimes causes pain over the frontal 
region, facial neuralgia, or reflex cough, and often all these 
symptoms will disappear as soon as the nose is put hito nor- 
mal condition. On exanmiatdon o£ tbe anterior naies one 
finds the lower turbinate Ixmes large, red, and congested, 
and sometimes filling the whole nostril, touching the floor of 
the nose and pressing against the septum; this obstruction is 
often increased by the thickened and congested condition of 
the mucous membrane over the septum. This condition_of 
the air-passage usually orcnrs on one side, but often varies 
from one side to the other, the patient saying that sometimes 
, flOejiide is stopped up and sometimes the other. 
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There is a jtreat deal of discharge from the nostrils, which 
sometimes flows out in front and at other times into the naso- 
pharynx, causing, in the latter case, a constant desire and 
effort to clean the throat. The lower turbinate may not be 
very large, but on looking at the middle turbinate region, 
it may l)e discovered to l)e enlarged and thickened, and 
touching the septum, and the miicous membrane over it to be 
soft an<l almost polypoid in appearance. These conditions 
ail tend to interfere with the nasji! respiration, and as a con- 
se(]uencc, the patient lias a diy pharynx, with sticky mucus ad- 
herent to it, and a "nKHitli-breatliei's" appearance and facial 
expression. It will }>n>l)al>ly Ix- found on examining th« post- 
nasal space, that Ihe posterior ends of the lower turbinate 
bones are enlarged and pale, and almcxst like a polypus in 
appearance, filling up practically the entire region. 




le hyfiertrophied poatei-ior'nr 

!<1 graaulated on both sitlee of nasnl : 

IfbinateJ bones; 4, EuBiachian aunf 



'The diagnosis of IiTpertrophic rhinitis is usually ea.sy, the 
only trouble one may have is to distinguish which variety he is 
dealing with. The first is the tempoiary (or Iiyperemic) form. 



HYPERTROPHIC RHINTTIS 47 

This presents the red, congesterl, turbinate bodies, which iire 
quite sensitive and bleed freely. On using a probe it will be 
found that the mucosa is soft and compressible, but it quickly 
returns to its former shape when the pressure is removed. In 
the other, which is the permanent (or hypeiplaatic) toim 
the mucous membrane over the bones is |3iiler and less sen- 
sitive and is often irregular over its surface. It is more dense 
in structure and does not yield much to the pressure of a probe 
and has, therefore, less tendency to elasticity. 

If still in doubt as to which form one has before him, let 
him apply a five per cent, solution of cocaine, on cotton, to the 
swollen membrane for five minutes. When the cotton i.s re- 
moved, if the swollen condition has nearly all disappeared, 
one has a simple hyperferaic congestion of the mucous mem- 
brane. But on the other hand, if there is very little decrease 
in the size, then a permanent thickening or hyperplastic con- 
dition of the mucous membrane exists. 

Tieataient. — Before we can decide which form of treatment 
to give the patient, it is very necessary to distinguish the form 
of hypertrophy. The key to the treatment ol anterior hyper- 
trophic rhinitis is to give the patient a free-breathing nostril. 
This purpo.se must be accomplished with as Uttle destruction 
as possible of the nasal mucous membrane. 

If on looking into the nostril the septum is found to be thick- 
eued and congested in any particular spot, as well as having 
the turbinate bone enlarged, all that may be necessary to <lo 
is to reduce the amount of the septal thickening. This may 
be done by pure chromic acid fused upon the tip of an appli- 
cator and carefully applied to the most prominent part of ihe 
septum. The burn thus made should be kept covered with 
compound stearate of zinc and boric acid powder for two or 
three days. Cauterization in this manner may be sufficient 
to allow the air to pass through the nostril; congestion is re- 
lieved, and the other swelling will often disappear later on, 
due to the better circulation and to the atmospheric pressure 
of the inspired air. 
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If, on the other hand, upon examination, only the lower tur- 
binate bone is swollen, red, congested, and is touching or 
almost in contact with the septum, the operator should re- 
duce the size of this bone. This may be done in four different 
ways: — cauterization with chromic acid; cauterization with 
an electrocautery point; cutting a section away with a pair of 
curved scissors; snaring away a part with a cold wire-snare. 
The first two methods are more suited to temporary hyper- 
trophy; and the cutting, or the wire-snare, is the best treat- 
ment for the permanent or hyperplastic condition. For this 
reason it is very important to decide the form of hypertrophy. 

Chromic Acid Cauterization. — First, on a pledget of cotton, 
carefully apply over the turbinate bone some five or ten per 
cent, solution of cocaine, and leave it in position for about 
five minutes. A few crystals of chromic acid are next fused 
upon the point of an applicator, forming a small bead on the 
end of it. The cocaine is now removed and the chromic acid 
is applied very carefully to the most prominent part of the 
bone, and held in the one spot for a few seconds. If an elec- 
trocautery point is being employed it should be a fine one, not 
too hot, and should be placed cold on the most prominent 
point of the swelling. The current is then turned on for a few 
seconds, then off, still holding the cautery point in position. 
This procedure is repeated two or three times, and the cau- 
tery is removed when hot. It is seldom necessary to cauterize 
much tissue, or to make a long scar extending backward on 
the bone. The electrocautery is better, in most cases, than the 
chromic acid, for the acid licjuifies (juickly and often bums 
other parts unnecessarily. 

The inflammation set up by both these methods has a 
tendency to fasten the mucous membrane to the bone beneath, 
and thus to cause a shrinking of the tissues. In either case, 
the nostrils should be kept well covered with powder for two 
or three days. This will lessen the reaction from the burning, 
and, in a way, help to contract the mucous membrane. After 
a few days the scab will fall off; the contracting of the ti3sue3 
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over the bone still goes on and in a very short time one will 
find a clear and open nostril. It may be necessary for a few 
days to have the patient, at home, wash the nose once or twice 
daily with some warm, weak, antiseptic solution (Fig. 27). 
If the swelling is very large and does'not contract under the 
influence of the cocaine, the operator will then reduce the size 
of the swelling by cutting away part of the redundant tissue 
with a pair of curved scissors or a cold wire-snare. The part 
that is usually taken off is the lower anterior part of the in- 
ferior turbinate bone. After this operative work, it is well 
to use the powder for a few days; then after that keep the 
nostril clean with an antiseptic wash, and follow this with an 
oily spray such as — 

I*. 

Carbolic acid (95 per cent) iij ii. 

Eucalyptus oil iiji v. 

Oil of pine 5 i. 

Liquid albolene up to 5 i. 

Mix, and make a solution. 

S. — ^Use in the nose twice daily. 

Treatment of Posterior Hypertrophic Rhinitis. — A study of 
Fig. 26 will show the exact condition referred to by the 
foregoing term. The posterior ends of the lower turbinate 
bones become large, in some cases fully blocking the pos- 
terior nares : and the same condition of thickness may extend 
to and affect the septum, the mucous membrane over it be- 
coming much swollen and thickened. 

The treatment of this form of hypertrophic rhinitis is quite 
different from that in the anterior nares. The swelling must 
be taken away and the thickened places reduced in size. This 
work has to be done either by burning or cutting. The re- 
moval is best accomplished by a straight wire-snare, as shown 
in Fig. 27. Use cocaine for five minutes in the anterior nares 
of the side intended for operation, then cleanse with an alka- 
line wash or douche. The cold wire-snare is now passed 
through the anterior nares till the pharynx is reached; then^ 

4 
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by careful manipulation, the loop is passed over the growth, 
which is then slowly snared off. The operation may be done 
by using a curved or bent snare and passing it up behind the 
soft palate; the loop of the wire is then worked over the 
growth and it is snare3 off. 

The only objection to this form of treatment is the hemor- 
rhage which often follows, and the difficulty of controlling 



Fig. 27. 




Holmes' set of nasal scissors for cutting turbinated bone. 

it. The blood constantly drips into the pharynx, and there is 
no chance for a clot to form. This can be avoided by using 
a Bernay's sponge, placing the large end in the nostril first 
and pushing it well back. As soon as the sponge swells, it ex- 
erts enough pressure to control the bleeding. The sponge may 
be left in for forty-eight hours, and, when removed carefully, 
there is little danger of further l)leeding. 

Chromic acid may also be applied to the centre of the growth 
which then shrinks up very well. To do this it is necessary to 
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have a self retaining palate-hook, or have an assistant pull 
the palate forward with an onlinary palate hook or an appli- 
cator bent for the purpose. A long applicator is taken, and 
bent to a right angle about one inch long. The acid is fuse<l 
on the end of the applicator, and, with the aid of a small 
mirror, is applied very carefully to the centre of the growth ; 
this usually shrivels it up enough to allow the air to circulate 
through. 




j ^ 



The after-treatment in all these cases is simply to use any 
mild alkaline wash with a douche cup for a few days. 

If there should be much reaction from the cutting or the 
burning, have the patient use the compound stearate of zinc 
and lK)ric acid powder four or five times each day. 

Treatment of Enlarged Middle Turbinate Bones.— The bone 
is enlarged, red, congested, and sometimes very dry. It 
presses against the septum, and looks almast like a straw- 
berry pushed up into (hat part of the nostril. The patient will 
often complain of frontal headaehe, drj-ness of the nose, and 
an inability to breathe properly. On examination the middle 
turbinate Imne will be found to l>e much swollen, pressing 
against the septum and also against the outer side of the nos- 
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tril, completely shutting out the air from that region of the 
nose. The mucous membrane looks thickened, and is some- 
times of a dark-red color; but usually, especially in old cases 
the color is paler, and the membrane is often covered with 
scabs and particles of dust, that collect over the anterior end 
of the bone. The object of the treatment is to reduce the size 
of the bone, to relieve the pressure, and to allow the air to 
circulate about the bone, which must be done with as little 
destruction of tissue as possible, and which might be divided 
into three different steps, according to the severity of the case. 

1. Scarification. — First apply some five per cent, cocaine 
over the region of the bone for five minutes, remove the cotton, 
cleanse the nostril with some antiseptic solution, and with a 
pair of curved scissors or bistoury, make several incisions 
along the anterior surface of the bone, cutting through the 
membrane down to the bone, but avoiding the sides of the 
bone for fear of forming adhesion with the septum and thus 
defeating the object of the treatment. 

On account of the thickened condition of the membrane, 
and the venous congestion which is nearly always present 
these incisions often bleed freely; but this is exactly what is 
wanted, as it relieves the congestion. A scab is formed, which 
contracts during the next three or four days, and when re- 
moved the bone will usually be found reduced in size and the 
unpleasant symptoms complained of to have disappeared. 
In this case the use of a powder should not be allowed, but 
the patient may for the first few hours use a mild, warm alka- 
line douche. 

Rarely the operator may find a case that bleeds too freely 
and it may be necessary to place a small piece of styptic cotton 
over the bleeding surface for a few hours. 

2. Chromic Acid Cauterization. — If at the end of a week the 
tissue is not suflSciently shrivelled, and the bone is still larger 
than it should be, we may employ the next step in the treat- 
ment; that is, the application of chromic acid fused on the 
point of an applicator toth^ same cut surface. This will shrink 
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up the surface and form a scab surface which in the course of 
a week will drop off, leaving the whole bone much reduced 
in size. An oil-spray is pleasant to use for a few weeks 
about twice each day. 

3. Partial Resection. — These two steps of the treatment 
are usually all that are required. If the symptoms still persist 
and verj' little shrinkage has taken place, the next step is to 
take a pair of special curved scissors and cut away the an- 
terior third of the bone; ora small pair of cutting forceps may 
be used to cut or bite away the anterior end of the bone. 




Cutlinj forceps — Thrse iiiiea. 

4. Total Resection. ^If these conservative methods fail to 
cure, then it will be necessary to cut or snare out the whole 
middle turbinate bone, using a strong Douglas snare, Tkii, 
however, is only done in extreme cases, and should be avoided, 
if at all possible, on account of the desiruction of so much 
mucous membrane, and the tendeney to atrophic rhinilis, 
whiek is apt to appear within about sl^ months or one year. 
(Thia waroiug does uot refer to the eulai^;ement of the middLe 
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turbinate bone that is associated with accessory sinus trouble, 
where it is necessary to remove the whole bone in order to be 
able to treat the sinus. The treatment in that particular dis- 
eavse will be taken up in speaking about the treatment of 
sinus cases). 

Fig. 30. 




Douglas snare. 

Sometimes, when the middle turbinate bone is cut, con- 
siderable hemorrhage may result, especially in old people; 
and it may be found that the powder ordinarily used in nasal 
operations to control the bleeding will not stop it. It will then 
be necessary to plug the nose for a few hours. A small piece 
of cotton soaked with adrenalin and placed carefully over the 
middle turbinate bone for a few hours will stop all the bleed- 
ing. The electrocautery is seldom or never used in the treat- 
ment of the middle turbinate bones. The reaction from the 
burning of the middle turbinate bone with the cautery is 
quite marked, and a few cases have been reported where the 
inflammation has extended to the meninges, causing serious 
or fatal results. 

ATROPHIG RHINITIS. 

Definition. — Atrophic rhinitis is the condition opposite in 
nature to that of hypertrophic rhinitis. It is a dry, shrunken 
condition of the nasal mucous membrane, often extending to 
the bones, which look much smaller in every detail, especially 
over the lower turbinate bone. 
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The real cause of atrophic rhinitis is not fixed Ijeyond doubt. 
It is usually a sequence of hypertrophic rhinitis and of fre- 
quent attacks of acute cold in the head. There are certain 
constitutional causes which predispose to it. It is seen most 
frequently in people of turberculous or scrofulous diathesis, 
and in young girls who live in bad hygienic surroundings. It 
is seldom seen in very yonng people. 

Pathology.^The secreting glands of the nose are atrophied, 
and the character of the secretion is changed from a natural, 
thin, watery, to a thick, mucopunilent consistency, which may 
collect in the form of scabs and crusts and sometimes become 
very offensive in odor. The mucous membrane is pale, the 
inferior turbinate hone is so atrophieei that one may see through 
the nostril to the postnasal space, the mucous membrane of 
which has a dry, shining appearance. In some cases the mem- 
brane is so dry and parched that although there is apparently 
plenty of space for respiration, the patient complains of not 
being able to breathe through the nose. 

The surface of the mucous membrane is deprived of its 
epithelium, anrl there is a formation of fibrous connective 
tissue which hardens the mucous membrane and, by con- 
tracting, causes the secreting glands to dry up and almost 
disappear. The mucous membrane becomes dry and glazed, 
and the natural secretions of the nose are lessened in amount 
and much thickened, so that the air, in passing to the lungs, is 
not moistened as it should be. This in time will cause more 
or less laryngeal, tracheal and bronchial disturbance. 

The symptoms of atrophic rhinitis may be divided into two 
classes, objective and subjective. 

Subjective Symptoms. — The patient complains of a dryness 
in the nose and of a dropping of mucus into the throat; some- 
times of not being able to breathe properly through the nos- 
trils. Headache is a freciuent symptom, as are also offensive 
breath and sometimes the loss of the sense of smell. 

On examination there are found large, roomy nostrils, with 
the mucous membrane pale and dry. The secretiona lose 
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their serous character, and collect and form characteristic scabs 
and crusts, which are closely adherent to the mucous membrane 
and are often quite difficult to remove. These scabs and 
crusts may have cjuite an offensive odor, but this fetid odor 
may also be observed in syphilitic rhinitis. The scabs and 
secretions adhere to the membrane not so much from their 
nature as on account of the fact that the inspired air, in pass- 
ing through nostrils so roomy, does not have force enough to 
blow them out; and many patients will acquire the habit of 
constantly blowing the nose, this severe blowing, and the 
picking of the nose, nec*essary to get rid of these crusts, often 
causing nose-bleed. There may be ulceration, but this is 
slight except in some very severe cases. The middle tur^ 
binate bone is often large, swollen, and found pressing 
against the septum. The scabs and crusts are found more 
frequently in the region of the middle turbinate bone, be- 
cause very little secretion comes from it, and the scabs collect 
more easily, while the lower turbinate bone, which is the 
great secreting organ of the nose, is usually washed clean by 
the secretions which flow from it. 

The diagnosis is as a rule easy. The examiner has only to 
exclude the atrophic condition due to caries or syphilis, 
which are distinct forms of rhinitis but quite different from 
the ordinary simple atrophic rhinitis. 

Treatment. — ^This is one of the most troublesome forms of 
nasal diseases to treat, and the prognosis must always be 
given in guarded terms. Many of these patients have been 
treated a great deal, and often their first question on coming 
to a physician will be — ** Doctor, can you cure me ? " Absolute 
cure should never be promised. One can always alleviate the 
symptoms, make the patient much more comfortable, and 
prevent the disease from going on to a much worse condition. 
After a few treatments the results are usually so marked and 
the patient feeling so much relief, that he is perfectly 
willing to continue under the treatment until he is very 
much improved. It requires a great deal of care, good judg- 
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ment, and patience, and usually long treatment. Often what 
succeeds well in one case will not in another. 

The chief points in the treatment are to free the nose of all 
scabs and crusts, to thoroughly cleanse the membrane, and to 
keep it in as clean and aseptic condition as possible. 

The treatment in the ofl&ce would first be to cleanse the 
nostrils thoroughly with some mild antiseptic solution, such 
as normal saline solution, Seiler's solution (using one tablet 
in a half-glass of water), or one drachm of borolytol, enzymal, 
glycothymolin, or thyneaseptic, in a half-glass of water. 
These solutions mv^t all be warm. Use a nasal douche-cup 
two or three times in each nostril. The procedures will avail 
in mild cases. Another serviceable detail is to wash the nos- 
trils from behind, by using a postnasal syringe behind the soft 
palate and forcing the water gently out through the nostril. 

The author thinks well of using a wash-bottle, or a large 
atomizer with a free opening, that may be attached to the air- 
tank; by forcing the solution into the nostrils with the com- 
pressed air, the nostril will be very well cleansed. 

In some cases the scabs and crusts are so hard and thick 
that no amount of washing can dislodge them, and they will 
have to be removed with forceps. After the nostrils have been 
well cleansed in this manner it is always well to take cotton on 
an applicator and further cleanse them in every part. 

General cleansing is the first step in the treatment of 
atrophic rhinitis, and it is the most important one. The next 
step is to restore the natural secretions of the nose by the 
application of some remedy that will stimulate the glandular 
structure of the mucous membrane, relieve the dryness and 
the granular tendency of the membrane, and, in short, to 
bring the parts to as healthy a condition as possible. There 
are several methods of doing this, with vaiying results, nearly 
every author having some particular choice of his own. One 
of the best and simplest procedures is to take an applicator, 
with cotton, and rub and massage the interior of the nostril, 
over the septum and turbinate bones, using any of the fore- 



58 DISEASES OF THE iXOSE 

going antiseptics. Making the strength of solution 25 per 
cent, in warm water, and gradually increasing the percenti^, 
so that, after a few treatments, the solution is full strength. 
If there should be much granular surface, one is very apt to 
produce a little bleeding during the first few treatments, but 
this soon passes away. After cleansing and rubbing in this 
way, the nostril should be sprayed with an oil spray, such as 
plain Hcjuid albolene, or liquid vaseline. The patient should 
come to the office three times a week, then gradually lengthen 
out the time l)etween each visit. This is absolutely necessaiy 
because of the difficulty patients will have at first in cleaning 
the nostrils. The progress by treatment once a week is so slow, 
that very often the patient becomes discouraged before any 
improvement is noticed. 

At home, the patient should use a douche-cup night and 
morning, then, after blowing the nose gently, use the follow- 
ing spray or ointment: 

Camphor gr- v. 

Chloroform gr. v. 

Liquid albolene 5 i. 

Mix, and make a solution. 

S. — Use with an oil atomizer in the nose several times daily. 

Or- 

Camphor gr. v. 

Eucalypt<jl np v. 

Cold cream 3 i. 

Mix, and make an ointment. 

S. — Rub a small piece into each nostril at night. 

After the parts have been cleansed, ichthargan (two to ten 
per cent.) in liquid albolene, makes an efficient, stimulating 
application. Ichthyol, ten to forty grains to the ounce, and 
even stronger, acts as an energetic stimulant when rubbed 
over the mucous membrane of the nostril, but the odor is 
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disagreeable, and many patients will object to it on that 
account. Tampons of cotton, saturated with any of the fore- 
going solutions, or even the plain antiseptic cotton, placed in 
the nostril and left there for twenty-four hours, acts as a good 
stimulant, giving a rest to the mucous membrane, and in- 
creasing the activity of the glands. This method may be em- 
ployed in each nostril alternately, but it is not used now 
nearly as much as in former years. 

In other cases good results are obtained by using a post- 
nasal syringe, with a mild antiseptic solution. The syringe 
being bent, the tip is passed upward, behind the soft palate. 
The patient opens his mouth wide, and bends the head a Httle 
forward; the piston of the syringe is slowly pushed down the 
cylinder, and the solution flows freely out of both nostrils. 
Some patients can learn to do this themselves, and when they 
do, the results are very good. 




Some cases, which do not respond well to any of the fore- 
going forms of treatment, — especially if they have been treated 
a great deal with different sprays and washes, and the mucous 
membrane is red and conjested, — will do well by using a 
powder in the nose for a few days to quiet the inSammation. 



Iodoform 

Zinc sfearatr comp , . .ai 5 i- 

Mix. anil iiiuke a powder. 

Sv'-^fuS into the nose with a powder- bluwer eveiy few houxA. 
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Bismuth 5 i. 

^ Boric acid gr. xx. 

Steanite of zinc comp O i. 

Mix, and mako a powder. 

S. — Use in ix)wdcr-blower in the nose several times each day. 

Systemic Treatment.— Build up the general health with tonics, 
iron, quinine, strychnia, cod-liver oil and hypophosphites. Po- 
tassium icxlide, in small doses, often acts well in some of these 
atrophic conditions, by stimulating the glandular structures, 
and changing the secretions into a watery discharge. Good 
food, out-of-door life, and improvement in the hygienic sur- 
roundings in every possible way, are to be employed. 

OZENA. 

Definition. — Ozena is the term applied to that form of atro- 
phic rhinitis characterized by a verj^ offensive odor. Ozena 
is not of syphilitic nature. Some works speak of atrophic 
rhinitis, dry rhinitis, and ozena as the same disease. One will 
often find atrophic rhinitis without ozena, but seldom ozena 
without atrophic rhinitis, so that it is really one form of atro- 
phic rhinitis. 

Oauses. — Ozena is usually seen in people who are in a de- 
bilitated condition, in young girls who work in factories, and 
occasionally in healthy boys. The odor is usually due to the 
retained secretions of the nose, which decompose and fer- 
ment. This decomposition may be due to certain microbes. 
The odor may come at times from the retained secretions 
in the accessory sinuses. 

The diagnosis is made from the odor, which is usually very 
offensive to people sitting near the patient. The sense of 
smell is often destroyed, so much so in many cases, that the 
patient does not detect the odor proceeding from his own 
nose. 

On examination the nose is found large and roomy, the 
nostrils filled with scabby secretions, sometimes forming in 
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hard masses, and filling up the entire nostril. When the 
scabs and crusts are removed by douching or forceps, the 
mucous membrane is found pale, excoriated, almost granular 
in places, very tender and sensitive to the touch, especially in 
the region of the middle turbinate bone. Some ulceration 
is visible in places, and often bleeding with very little cause. 
In some advanced cases, necrosed or exfoliated bone will 
be found, which, in that particular individual, might account 
for the odor. 

The differential diagnosis has to be made from the odor 
caused by a foreign body in the nose. It will be noticed that, 
when a foreign body is present, the discharge all comes from 
the one side of the nostril. If due to any antral or sphenoidal 
lesion, the odor is usually only noticed by the patient, on 
account of the secretions dropping, or flowing, down the 
pharynx. 

The odor found in some forms of syphilis -is so character- 
istic and peculiar to that particular disease, that it can hardly 
be mistaken for anything else. 

The treatment is very much the same as in other forms of 
atrophic rhinitis, but for the first few weeks, nothing seems to 
act better in destroying the odor than peroxide of hydrogen. 
After removing the scabs with forceps, wash and cleanse the 
nose thoroughly with peroxide. This will leave the nose in a 
foamy, soapy condition, which can all be cleansed out with 
alkaline solutions. If any granular surfaces are found, apply 
carefully — 



Nitrate of silver solution .... 5 i. in 5 i. 



Or- 



Iodine pr. v. 

Potassium iodide pr. x. 

Glycerine 5 i. 

Mix, and make a solution. 

&, — ^Apply with a cotton swab, every other day. 
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If any necrosed bone is present, it must be removed with 
small forceps or curette, and the mucous membrane thoroughly 
cleansed with peroxide of hydrogen and warm alkaline, 
solution. If there should be any obstructions to free res- 
piration in the upper respiratory tract (such as adenoids in 
the postnasal space), spurs or exostoses on the septum, marked 
deviations of the septum, or enlarged, unhealthy faucial ton- 
sils, must, of course, be removed before particular benefit is 
noticed. These patients should come to the office every other 
day for a few weeks, and the nose should be cleansed thor- 
oughly with peroxide of hydrogen, so long as odor is detected. 
The parts should then l>e rublied and massaged with a 50 per 
cent, solution of glycothyniolin, Iwroh-ptol, or a 10 per 
cent, solution of ichthyol in keroline. After this has been 
done, spray the nostrils with a mild, lubricating spray. 

The treatment at home by the patient is most important, and 
should be carefully attendeil to. Douching and washing the 
nose should be employeil, three or four times each day, with 
boroformalin or borolytol, using 5 » i'^ a half-glass of warm 
water followed by a nebulizer or oil atomizer with the follow- 
ing formula: 

^- 

Carbolic acid gr. iii. 

Oil of pine np xv. 

Liquid albolene 5 ii. 

Mix, and make a solution. 

S.— -iSpray into the nose, after douching. 

Patients who cannot afford to buy an atomizer, may use 
ointments, such as, — 

lodol gr. V. 

Boric acid K^-..^* 

Cold cream .^ ii- 

Mix, and make an ointment. 

S. — Rub a little into each nostril before going to bed. 
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For some time the author has been using, with a great deal 
of success, in some atrophic and ozeanic cases, a new anti- 
septic solution, enzymol. This is diluted in warm water, 
(one part enzymol, and three parts water). The nose is 
thoroughly cleansed and rubbed with the solution, which 
seems to have a very healing effect on the granular surface, 
A piece of cotton may be saturated with this solution, 
placed in each nostril, and left in contact with the tissue fifteen 
or twenty minutes. 

VASOMOTOR RHIHITtS. 

Synonyms. — Hay fever, rose cold, June cold, hay asthma. 

Definition. — Vasomotor rhinitis is a nervous affection oc- 
curring at certain seasons of the year, usually August and 
September. 

Etiology. ^The cause varies in different individuals; but 
there are certain points common to all; viz., 

1. A peculiar predisposition. 

2. A sensative area in the nasal mucous membrane. 

3. The presence of an exciting cause circulating in the air. 
The exciting cause usually is the dust, or pollen, of certain 

plants, such as ragweed, hay, and barley; the odor of certian 
flowers, such as i-oses and golden rod ; the dust of drugs, such 
as ipecac and benzoic acid; and, occasionally, the odor of 
some animals. 

The attack of vasomotor rhinitis usually comes on each 
year, about llie same date, growing worse each year, and, 
in time, affecting the mucous membrane of the bronchial 
tubes, thus setting up asthmatic conditions. The attacks 
begins with a peculiar itching, burning sensation of the mu- 
cous membrane of the nose and eyes. The mucous mem- 
brane of the nose Is often swollen so much that it obstructs 
respiration. The eyes are conjested and red, and violent 
sneezing takes place, which may last for some time. There 
is a profuse watery discharge, which is very irritating, and 
, which in lime, becomes mucopurulent. 
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Differential Diagnosis. — ^"asomoto^ rhinitis might be mis- 
taken for an acute rhinitis, and in cases of young children, 
especially if it should be the first attack, it may be necessary 
to watch it for some time before being sure of the diagnosis; 
but in cases of older patients, the history, the suddenness of 
the attack, the extreme irritation of the nose and tendency to 
asthma, the attacks of sneezing, which may easily be brought 
on by touching the mucous membrane over the upper part of 
the septum, and, lasdy, the annual recuiTence at about the 
same time of the year without a known cause, will usually 
make the diagnosis easy. 

The treatment of vasomotor rhinitis varies in different eases^ 
and during an acute attack it is difficult to do much more than 
give some relief to the most distressing symptoms. One may 
try the following measures: 

^' 

Suprarenal extract tablets, each .... gr. v. 
S. — Take one every four or five hours. 

Or,- 

Pill blcnnostasin, each gr. v. 

S. — One every four hours. 

Cocaine in mild solution usually gives temporary relief; 
but the patient should not know that he is using cocaine. It 
is well to prescribe it as follows: 

Cocame gr. vi. 

Adrenalin 1-1000 o v. 

Aqua 3 ii. 

Mix, and make a solution. 

S.--^Spray into the nose every two hours. 

After using the adrenalin spray, which shrinks the mucous 
membrane, apply an oil spray, such as — 
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Thymol 

Menthol 

Camphor aa gr. v. 

Liquid albolene 5 i. 

Mix, and make a solution. 

S. — Spray into the nose three or four times each day. 

In some cases a drying powder does well, such as — 

Compound of stearate of zinc and alum . 5 i. 
S. — Puff it into the nose with a powder-blower every hour. 

Many of these patients are of very nervous temperament. 
Soda bromide, in gr. xv. doses, three or four times each day 
will often be beneficial. Small doses of atropine, given three 
or four times daily will help to lessen the secretion. 

Liquor ambrosia, which is a decoction of the flowers sup- 
posed to cause this irritation, is spoken of very highly by 
some who claim to have good results in certain cases. No 
matter what local treatment is being given, the general health 
should be brought into as good condition as possible. Va- 
rious tonics should be used such as strychnia, phosphorous, 
arsenic, and soda bromide, the bowels should be kept freely 
open, and plenty of lithia water taken. People subject to 
these attacks should receive treatment between the attacks, 
or when the nose is in a quiet condition, and free from the 
irritation which causes the trouble. 

The object of the treatment at such times is to get the 'nose 
in as good condition as possible; that is, if there are any spurs 
on the septum, or if there is any enlargement of the turbinate 
bones, or any deviations of the septum, or any congested 
thickening of the mucous membrane at any particular spot, 
these should all be corrected. After these have healed, treat- 
ment should be continued with the idea of making the mucous 
membrane of the nose as immune as possible to irritation. 
This is done by rubbing and massaging the mucous mem- 
brane of the nose, especially that over the upper part of the 

5 
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septum, even- day or even- other day, with a solution of boro- 
h-ptol or glycothymolin, followetl by some mild oil ^rav. 

The first few applications of this treatment will cause 
\-iolent sneezing, and considerable irritation, but verv soon 
the membrane becomes used to it and no sneezing results. 

If the treatment is continued Ijetween the attacks, or pre- 
ferably, in the warm weather, many cases may be cured and 
the nose vnl\ \ye in such gooil comlition that when the usual 
time comes for an attack, it will Ixr ven- much less severe than 
usual. 

Prophylaxis. — Just Ixffore the r^ilar time for the expected 
outbreak of hay fever to occur, it is well to have the patient 
take mose ordinary' precautions, such as suprarenal tablets, 
five grains three times daily, or blennostasin, gr. v., three times 
each day; and, also, to spray the nose twice daily with a very 
mild adrenalin solution. In spite of all forms of treatment, in 
some cases nothing will have much eflfect, and the patient 
must be sent to a different climate, some getting immediate 
relief in the dry mountain air, while others experience the 
same relief by going to the seashore or on an ocean trip. 

NASAL POLTPUS. 

Definition. — Nasal pol}T)us consists of a soft, gdatinous^ 
whitish growth, usually found in the upper anterior part of 
the nostril (Fig. 32). If large, it may extend to the floor of 
the nose. It is quite soft and movable, being easily pushed 
aside by a probe; even the air passing through the nostril will 
move it backward and forward. 

There may be one, or several, of these growths, and they 
majT completely fill the nostril. The most usual seat is the 
side or under surface of the middle turbinate bone. They 
sometimes spring from the posterior end of the middle tur- 
binate, and gradually extend backward, filling up the pos- 
terior part of the nostril, and even extending into the post- 
nasal space; if large, they may be seen below the soft palate. 
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The pathDlos7 of nasal polypus is that of a low grade con- 
nective-tissue tumor, a sack of connective tissue, covered with 
epithelial cells, and containing a few bloodvessels and nerves. 
Those found in the posterior nares are much more dense, and 
contain more fibrous connective tissue, in fact, are sometimes 
quite hard; are more difficult to remove; and at times their 
stumps bleed quite freely when excited. 




The new polypus, having Just begun to grow in the nose, 

has a pulpy character, and consists largely of fluid. It grows 

more vascular, and, as it increases in size, its own weight bears 

it down toward the floor of the nose, giving it a pedunculated 

-appearance. I>ock defines nasal polypus as, "a localized 
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patch of cedematous mucous membrane, dependant upon 
subjacent bone disease." Some books say that polypus is 
only an evidence of l)one disease and that necrosis will be 
found in eveiy case of polypus. Both these definitions seem 
to l)e partly correct. One may find cases of simple polypus, 
which, when removed by a wire-snare, never again cause any 
trouble; but in old chronic cases, where there is a tendency 
for polypus to return after the simple removal, one will find 
that the inflammation causing the polypus has extended to 

Fig. 33. 
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Jarvis straight and curved snare. 

the bone beneath, causing necrosis and partial absorption of 
the bone, and that the inflammation may even extend up into 
the ethmoid cells. 

Symptoms. — There is considerable acrid discharge from the 
nostril. The patient complains of not being able to breathe 
through the nose. The voice has a nasal tone, due to the 
obstruction. 

The sense of smell is impaired, and an irritable, dry pharynx 
is present, due to mouth-breathing. I^ater on, refleX nasal 
symptoms appear, such as sneezing, coughing, asthma. 

The diagnosis is easily made. On inspection, one finds a 
pale, whitish, soft, glistening growth in the upper part of the 
nose, in the region of the middle turbinate bone. This may 
be easily moved with a probe. If the growth is large, it may 
fill up the whole nasal space, down to the floor of the nose. If 
the patient blows the nose hard, he will often bring it more 
plainly into view. 
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of the first having l)een removed, others have come down 
into view. When all have l)een removed, it is well to take a 



Fio. 35. 




Sajous' combination set of snares. 



small pair of cutting forceps (Fig. 34), and nip away any par- 
ticles which might remain, being too small to be grasped by 
the snare. In some cases it may be necessary to apply 
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chromic acid to the base of the pedicle, or to the under sur- 
face of the middle turbinate bone. The bleeding, as a rule, 
is not severe, and usually stops without any treatment, or 
upon the application of some very simple remedy. It may 
be necessary for the patient to make three or four visits to 
tlie office before all are removed, and it is well to see the pa- 
tient occasionally for the next year or two. 

When the polypi are far back and drop into the postnasal 
space, it may be necessary to remove them through the mouth. 
This is done with a curved snare, passed back of the soft pal- 
ate, and worked over the growth until a good hold is secured. 
Use cocaine freely over the soft palate, and pull the palate 
forward with a palate hook, if necessary. 

If a curved snare is not at hand, the growth may be re- 
moved with a straight snare through the nostril, passing it 
back till the wire appears in the pliaryn.x; then, with the fin- 
gers of one hand, spread the wire, and work it over the 
growth. WTien once a hold is secured, turn the thumb nut 
slowly on account of the fibrous nature of the growth, and 
also to avoid the hemorrhages which might take place on 
account of the denseness of the tissue, 

ADENOIDS. 

Synonyms. — Pharyngeal tonsil, Luschka's tonsil, postnasal 
growth, adenoid vegetation. 

Definition. — Adenoids are overgrowths, or thickenings of the 
glandular tissue in the vault of the pharj'nx. They are on the 
upper posterior wall, often filling the whole space, especially 
the part l>ehind each Eustachian tube. 

Pathology, — Adenoids, pathologically, might be divided into 
two classes: — 

First, a soft, pliable mass, composed mostly of lymphoid 
tissue, ami covered with ciliated epithelium. It is plentifully 
supplied nith bloodvessels, and has a small amount of con- 
luwtive tissue. 
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The second kind is much firmer, contains more connective 
tissue, and is the one usually seen in adults. 

When we speak of adenoids, or pharyngeal tonsil, Ve must 
also rememljer that there are faucial tonsils; a lingual tonsil 
at the base of the tongue; and the laryngeal tonsil situated 
in the ventricles of the larynx. These are often dosely asso- 
ciated, and, in some cases, one will find the whole of them 
enlarged. 

The pharyngeal tonsil is one of the most important. It is 
highly vascular and has a tendency to atrophy as adult age is 
reached. Some look upon an enlarged tonsil, whether pharyn- 
geal or faucial, as abnormal glands which should be removed, 
Many people have gone through life with enlarged tonsils, 
and have apparently suffered no inconveniences; but, in spite 
of this fact, it only seems reasonable to think that these same 
people would have had more comfort, and would have en- 
joyed life better, if their upper respiratory tract had been in a 
healthv, normal condition. 

Adenoids may be seen very early in life, and are, in some 
cases, congenital. They are very harmful to a nursing child, 
and seriously interfere with its nutrition. They are not often 
seen in adults, but occasionally their remnants appear in the 
form of hard, firm tissue, in the upper part of the pharynx. 
They usually begin a spontaneous atrophy at the age of 
fifteen to eighteen years. 

Etiology. — ^The cause of these growths is more or less un- 
certain, and may be divided into predisposing and exciting 
factors. 

Predisposing Cause. — Heredity or race has a slight effect. 
Climate has considerable, as adenoids are seen more frequent- 
ly in cold, damp climates. Anything which obstructs nasal 
respiration, and causes more or less congestion of the tissues, — 
such as deviations of the septum, spurs on the septum, en- 
larged turbinate bones — is not without effect. High arched 
palate seems to affect the condition of the nasal passages and 
postnasal space. Enlarged faucial tonsils are an uncertain 
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cause; for, while they are often associated with adenoid en- 
largement, and certainly cause someobstruction and irritation, 
it is still in doubt whether they are an indirect cause of the 
adenoids, or whether the adenoid enlargement, and con- 
sequent mouth-breathing, is a cause of the enlai^ed faucial 
tonsil. 

Direct or Excitinff Causes. — Exposure to cold and wet, acute 
fevers, scarlet fever, measles antl diphtheria. 

Symptoms. — The symptoms of adenoirls are usually well 
marked, but may vary considerably with the age of the patient 




and the amount of tissue involved. A small amount in some 
people causes a great deal of disturbance, while in others a 
veiy large amount may be present without any complaint 
being made. The patient breathes with the moutli open; 
sleeps with mouth open and snores; catches cold easily 
and often. The nostrils are often excoriated, due to the acrid 
discharge which comes from the anterior nares. The hearing 
is often affected, and this may Ije one of the first things ct»in- 
plained of. The expression of the countenance is more or less 
stupid and chanicteristic. Mentally, the patients are some- 
timea veiy dull and stupid, which may be due partly to the 
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hearing being affected. Nosebleed is a common symptom, 
and very often the patient has a hacking cough, due to diynesa 
of the larynx, consequent upon mouth-breathing. If these 
conditions are not corrected, the child becomes pale, ansemic, 
flat chested, and the general health is below par in many ways. 

Diftgnosis. — ^The diagnosis is usually easily made from the 
general appearance and histoiy. 

In young children, mouth-breathing is caused, as a rule, 
either by some foreign body in Ihe nose, or by adenoids, and 
in most cases it is ea.sy to exelutle any foreign body. We ex- 
amine the mouth and may find enlarged faucial tonsils, a gran- 
ular condition of the pharynx with frothy, rather sticky se- 
cretions attached to it. When ihe child gags, some of the 
secretion is forced downward behind the soft palate, and this 
condition, with a history of mouth-breathing and frequent 
colds, is almost a positive evidence of adenoids, (Fig. 37). 



View of the vault of the pharynx filled with Adenoids. 

In older children one may get a very dry pharynx, but it is 
rare. If the patient will remain passive, so that one may use 
a small rhinoscopic mirror, the diagnosis is made at once by 
the appearance of soft, boggy tissue, or of almost a roll of 
tissue situated in the upper part of the pharjnx, usually in the 
center, behind and overhanging the upper part of the septum. 
When the tissue is very abundant, it will be found at the sides 



of the pharynx, especially behind the Eustacheaii tubes. It is 
often impossible to use the mirror in the clinic, but in one's 
office, with a Httle patience, a very good view of the postnasal 
space may be had. 

Digital examiimtioii ts highly spoken of by some author- 
ities. It is unpleasant to and will often frighten the child 
.-ery much. Stand at the right of the patient, with the left 
hand on the aide of the face; use the left forefinger in such a 
manner that when the child opens the mouth, it is easy to 
press in the cheek muscles and to prevent him from closing 
the teeth on the fingers. Now, with the forefinger of the right 
hand, palm upward, pass behind the soft palate — where is 
found a soft, spongy tissue, which bleeds easily. There is a 
small hook-like instrument which fits the index finger, and 
some practitioners think veiy wtll of this method of removing 
adenoids. 

In the great majority of cases, it is not necessary to use the 
finger as a means of diagnosis, and, a.s a means of removing 
them, it is not satisfactory. 

Treatment. — In all cases removalis necessary, and the follow- 
ing instruments are ref|uired; — tonguedepressor, mouthgag, 
adenoid forceps, aflenoid curette. 

The operation may be done with or without a general an- 
testhetic. In the majority of cases it is better to use an an- 
aesthetic, because one may take more time, do the work more 
thoroughly, and be less likely to frighten the child, as there is 
usually considerable bleeding for a few minutes. 

In adults, it is necessarj' only to use a little five per eeut. 
solution of cocaine around the soft palate, simply to lessen the 
irritaliility in putting the curette or forceps behind it. Do not 
TUB cocaine on ike adenoid Hs.iu^, as it shrinks and toughens 
ike tissue and makes it more difficult of removal. 

The selection of the anaesthetic for this operation is very 
important. Chloroform, which is usually a safe aniesthctic 
for children, does not seem to act well in this operation, and 
the mortality is greater in this than any other operation, 
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under chlorofonn. The depressing effect which is noticed 
may be due to the lymphatic or glandular condition of the 
child, and it is now generally conceded that it is not safe 
to use chloroform in adenoid operations. 

Ethyl chloride has been used successfully by some, but the 
difficulty in getting a pure product, and the consequent dan- 
gers of it, has rather prevented its general use. Ether in all 
cases is to be preferred, and the method of starting with 
nitrous oxide, followed by ether, is the safest and best form of 
anaesthesia. 

Technic Without an AnsBsthetic. — Pin a towel or sheet around 
the arms and body of the child ; place it on the nurse's lap, in a 
good light; an assistant should stand behind, and hold the 
head against the chest of the nurse — a mouth-gag is not ab- 
solutely necessary, but it is helpful. Pass the curette in side- 
wise; then up as high in the centre of the vault as possible. 
Raise the handle, using the front teeth as a fulcrum. Make 
fairly firm pressure, sweeping it downward. Repeat these 
steps on either side. When finished, the curette slips over the 
smooth surface The child bleeds freely for a moment or two 
from the nose and mouth, but it never requires any special 
means to stop it. 

Technic With a General AnsBsthetic. — ^This method is much 
better, especially if there are faucial tonsils to be removed. 
A narrow table, with no pillow, is required for the patient. It 
is not necessary to have the child's head very low, or over the 
end of the table, such positions rather tending to cause ven- 
ous congestion, and consequently, more bleeding. When any 
bleeding occurs, the child may easily be turned on its side. It 
is always well to have the patient thoroughly under the an- 
aesthetic before doing any cutting (Fig. 38.) The mouth is 
now held open with a mouth gag, which is held by an assistant 
who also steadies the head for the operator. First, use the for- 
ceps, passing them, closed, behind the soft palate and up as 
high in the postnasal space as possible; allow them to open, 
(which the spring will do,) making fairly firm pressure against 




nor wall. Now, bring the handle up against the front 
teeth and close them. Do not pull it immediately out, but 
make gentle rotation to loosen the piece which has been cut; 




then remove the forceps, witli the handle still closed. This 
removes the greater part of the tissue. Now employ the 
curette quickly in the same manner as described on previous 
pages. Turn the patient on his side, and wait for a minute or 
so for the bleeding to stop. Give a little more ether, go up 
once more, and carefully curette the whole space, being 
especially careful to remove any tissue at the sides behind the 
Eustachian tubes (the fossa of Rosenmiiller). For this, the 
small forceps often answer verj' well. 

If there should be enlaiged faucial tonsils, it is preferable to 
remove them first, but that is a matter of choice. 

There is always considerable bleeding, and some of it is 
sure to go down the throat; but is usually vomited up before 
the patient is completely out of the aujesthetic. It is always 
wise to tell the parents that such may happen, and have the 
nurse keep careful watch for the first hour or two, turning the 
patient on the side if it should occur. Fatal cases of hem- 
orrhage have l)een reported, but they are rare. If the bleeding 
should continue for any length of time, it may be necessary to 
irrigate the postnasal space with astringent solutions, such as 
adrenaloraluinsolutionorthatverygooda-stringent, an alcohol 
solution of tannin and antepyrine. In a few cases, if the 
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bleeding still persists, it may be necessary to apply a tampon, 
or plug the nose, as for severe epistaxis. Always be on your 
guard for bleeders. The patient should be kept in bed for 
one or two days and in the house for a day or two longer. 
The first night, the food should be milk, ice cream, soft boiled 
eggs, milk and toast, or liquid diet of some form. The fol- 
lowing morning, the child may be put on regular diet. 

It may be necessary to use a nasal wash for a few days. 
Usually no after-treatment is necessary. For a few days 
after the operation, the breathing may not be good. The 
pharynx is somewhat swollen, and the postnasal space more 
or less filled with clotted blood, and it will be necessary to use 
some mild alkaline wash to cleanse the nostrils. The ears 
must be carefully watched for a few days, for fear that the 
irritation caused by the operation may extend to the Eusta- 
chean tubes — sometimes a little blood is forced into them, 
and it is always necessary to be on guard against any such 
accident. If the breathing is not very much improved in the 
course of a few days, the patient should be examined care- 
fully to see if all the growth has been removed. If this has 
been done, the cause of the faulty breathing must be some ob- 
struction in the nose, and this, very frequently, will be the en- 
largement of the posterior ends of the lower turbinate bones. 
These cannot be seen very easily before the adenoids are re- 
moved, but when the postnasal space is cleared and the pres- 
sure removed, this large, polypoid-looking growth will be 
seen almost completely filling the posterior nares. 

Artificial means such as straps or bandages, to keep the 
mouth closed during sleep, as a rule, are of very little benefit. 
One of the hardest things to overcome is the faulty speech 
sometimes noticed in children who have always had their 
postnasal space filled with tissue. This is especially so in 
adults, the palate, in these cases, having lost its proper ton e 
, and strength. The only manner of overcoming the defect is 
by study and education, placing the child under the care of a 
good teacher in voice production or singing. 
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Prognosis. — ^TheprognosisiR,asanile, very satisfactory, but 
in cases of long-standing ear-trouble due to the presence of 
pastnasal growths, one should be a Httle guarded as to the 
pi-ognosis, as the results, as a rule, are not as good as in the 
younger patients. 

When the patient is troubled with epilepsy or asthma, the 
breathing and general condition will be improved, but the 




effect OQ the other troubles may be very slight. In the great 
majority of cases, the results are very satisfactory, and the 
child that formerly breathed in such a heavy, noisy manner 
will sleep peacefully. The recurrence of adenoids has been 
noticed in a few cases, but they are usually in children who 
have been operated on very young, and who are of a lym- 
phatic diathesis; but in the majority of cases, the cause will 
usually be found to he incomplete removal of .some obstruc- 
tion to proper breathing in the nares. One of the chief causes 
of failure in this operation is that the fossje of Rosenmiiller 
have not been properly cleaned out, and in such casesasmall 
cuz^le b very useful (Fig. 39). Gottstein's curette, made in 
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three different sizes, is one of the most useful instruments for 
this operation. There are different forms and sizes of for- 
ceps, but the one most generally used is Brandegee's adenoid 
forceps (Fig. 40). This is made with one cutting-blade 
which fits inside the other blade (Fig. 40). Loewenberg's 
forceps is also very good, but the cutting part is rather 
short, and in many cases will not reach to the upper part 
of the postnasal space (Fig. 41). The Motais artificial 
finger is used by some operators, and is spoken of very 
highly. Meyer's ring-knife has some advocates, but it is 
not much used in this country. It is passed through the 

Fig. 40. Fig. 41. 





Brandegee's adenoid forceps. Lowenberg's adenoid forceps. 

anterior nares, and, guided by the finger of the other hand, 
the postnasal space is curetted (Fig. 43). 

In using any of these instruments, certain things have 
to be guarded against. The posterior end of the nasal 
septum may be wounded with the forceps. This is usually 
avoided by keeping the forceps against the upper teeth when 
closing ; and, also, when putting them in place, always 
keep them closed. The Eustachean tubes may be wounded 
by tilting the forceps to one side or the other. They should 
be kept as near the center as possible. 



AFFECTIONS OF THE SEPTUM. 

Affections of the septum may occur in the following types: 
1. Deflections of the septum. 



DEVIATION OF THE SEPTUM 

2. IJxostoses or spurs on either side of the septum. 

3. Abscess of the septum. 

4. Perforation of septum. 
6. Fracture of the septum. 
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DEVIATION OF THE SEPTUM. 

Definition. — Deviation is the bending or curving of the sep- 
tum to one side or the other, leaving one nostril very large and 
roomy, and occluding the other nostril, in part or totally. De- 



FiG. 42. 




Musson's finger curette. 



viations of the septum take different forms in each case. No 
two cases are ever seen exactly alike, some being bent at a 
sharp angle, others gently curved, and in some there will be 
noticed a sort of double-curved surface, almost like the letter 



Fig. 43. 





Meyer's ring-knife for adenoids. 



"S. " These deviations very often take place at the junctions 
of the bony and cartilaginous parts of the septum, although 
the cartilage only may be affected ; while in other cases, espe- 
cially when due to traumatism, the bony parts also are affected. 
e 
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Etiology. — ^This varies in many cases — and it is diflScult tc 
give an entirely satisfactory cause. Frequently the patient 
will complain of an ordinary catarrh, never even thinking that 
there is any serious difficulty in the nose. In some cases 
patients have had a badly deviated septum for years, that has 
never given any particular symptoms. Traumatism in some 
form is a frequent cause, especially in young children, who 
often fall on the nose and are injured enough to bend the sep- 
tum slightly; and, as they grow older, it tends to become grad- 
ually worse. High-arch palate shortens the space from the 
roof of the nose; thus the septum has not room for the proper 
development, and is crowded to one side or the other; and the 
deviation, once having been started, always has a tendency to 
become worse. Faulty respiration, due to adenoids and 
enlarged tonsils causing inflammatory action in the nasal 
mucous membrane, is also a factor. Some deviations are con- 
genital ; but some authorities state that it is seldom or never 
seen in children under seven years of age. 

Symptoms. — ^There may be no particular symptoms, unless 
the deviation is very marked. The patient may complain of 
not being able to breathe through one nostril, or may only 
complain of catarrh. If it is a recent case, due to traumatism, 
the patient will often seek advice for the deformity, but in 
many old standing cases, the rhinologist is consulted for other 
symptoms, and finds that the direct cause of the catarrhal 
trouble is the nasal deformity. 

On examination one nostril is found large and roomy, very 
often the mucus membrane is pale, or it may be more 
congested, due to the overworked condition of that nostril. 
The septum is not in the median line, but bent to one side, 
having a cavity on one side and a convexity on the otohr. The 
nostril with the convexity is almost closed, and in some cases 
the septum touches, and is adherent to, the outer wall of that 
nostril, and when the patient is asked to breathe out of the 
free nostril, a good volume of air passes through, but on the 
other side very little, or no air at all, will pass through. 
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DisgnoBis,— Both nostrils maybeobstructedbyan alDscessof 
the septum, or a large spur could obstruct one nostril; but in 
no other condition will you find one occluded nostril, with a 
concavity on one side and a convexity on the other. Cocaine 
produces no retraction of the swelling. 

Treatment.— There are so many forms and varitiesof de- 
viations, that it is impossible for any one operation to suit all 
cases. In some, the septum is very thin and sharply deflected ; 
in others, veiy thick, when very much redundant tissue 
occurs. In all these cases the operation must be modified to 
suit that particular case, and what would suit for one case 
might not answer at all in the other. The object to be at- 
tained and hoped for in all cases is to get a good, free breath- 
ing space through each nostril ; anil, when the deviation is not 
extreme, and one finds a gootl, thick septum, he is often able 
to cut away enough of the redundant tissue to give a fairly 
good breathing space; in fact, the author prefers, when at al] 
possible, to avoid breaking the septum — for, even when n'ost 
careful, good results are not always obtained — and when by 
the aid of the saw and scissors, enough of the redundant tissue 
may be cut away to make a fairly good opening, the results are 
usually very beneficial. This does not apply to marked de- 
viations of the septum, or to deflections at a sharp angle. 
Nothing but the radical operation will give the results re- 
quired in such eases. 

Asch operation, first described by Dr. A.sch, and called by 
his name, i.-i pi-obably the best known operation for deviated 
septum. There are several others also well known : Gleason's 
buttonhole or flap operation, Kyle's operation. Dr. Roe's method 
of straightening the septum, submucous operation, and many 
other procedures; in fact, nearly every nasal surgeon has his 
own particular metho<l of operating on the nasal septum. 

The object of any septal opeiation is to fracture the septal 
bones and cartilage, carrj- or push them to the median fine, 
and hold them in (hat position until union takes place. 

The Aflch operation is probably the one most frequently 
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used. Special instruments are required. After the patient is 
thoroughly under a general anaesthetic, and the nostrils have 
been cleansed with some antiseptic solution, if anxious to 
have little bleeding, it is well to fill both nostrils for five min- 
utes with cotton, saturated with adrenalin solution. 

With the blunt separator, break up any adhesions between 
the septum and outer wall of the nose. The straight scissors 

FiQ. 44. 




Aflch's straight scissors. 

(Fig. 44) are now introduced, the wide blade being placed in the 
concave side, and the narrow, blunt blade on the other side, 
over the most prominent point of the convexity, cutting par- 
allel to the floor of the nose, and as near the floor as the con- 
vexity will permit. 

The angular scissors (Fig. 45) are now taken, and placed in 
the nose with the points upward, and with the base of the 

Fig. 45. 




Asch's angular scissors. 



blade as near the floor as possible. They are placed in such 
a position, that when the cut is made, it is at right angles to 
the first incision, and, is also through the most prominent point 
of the convexity; so that when the two cuts are made, they 




-DEVIATION OF THE SEPTUM 



, X, creating four small flaps. Now, take the 
blunt forceps (Fig. 46); place one blade in each nostril; grasp 
the lower part of the septum, and fracture it; then fracture 
the upper parts in the same manner. 
It is very important that these lower 
parts should be thoroughly fractured. 
Sometimes considerable force is required 
to do so ; but if this detail is neglected the 
results of the operation will not be as 
good as otherwise. After being well 
broken and the resistance destroyed, 
the whole septum is carried to the median 
hne by the forceps, or by placing a finger 
on the convex side, and pushing it well 
over to the concave side. The septum 
is now in the median line, and it is nec- 
essaiy to keep it there until the frac- 
tures heal and become fairly solid. 
Sterilized hollow tubes are the best for 
this purpose, using a fairly good-sized 
one in the narrow nostril, and a smaller 
one in the concave side, thus maintain- 
ing equal pressure. (Figs. 47 and 48). 

The operation now being finished, the 
bleeding, which is usually profuse, stops 
very soon after the plugs are put into 
position. The small tube may lie taken 
out after forty-eight hours, but the large 
one should lie worn for three or four 
■ ^ft KM weeks, ijeing taken out every few days to 

I ^H JnT ^^ cleansed, and the nostril washed out. 

I ^K mm This same operation may be done under 

I ^B Bt a local aniesthetic, using cocaine hypo- 

I ^ " dermaticidly into the mucous membrane 

I ABch'ji havyforoepa. ^^ ^^^ scptum, aud also up uiider the lip, 
I at the same time placing in each nostril cotton saturated witli 
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a solution of equal parts of adrenalin and ten per cent, so- 
lution of cocaine. This should l>e left in position ten or fifteen 
minutes before operating. It should not be attempted in this 




way in a nervous per.son, or, in fact, in any one who is not will- 
ing to stand consi<lerable pain. 

The Asch operation has l>een nio<]ified, in .several ways, but 
all modifications give practically the same results. 

When the septum is tliick, and, l>esldcs l)eing deviated, has 
redundant ti.ssue or a good sizetl spur on the convex side, it is 
always well to cut away some of this thickness with the saw or 
scissors, waiting for a few days for It to heal, before perform- 
ing the operation for the deviation. In this way one of the 
chief {lifficulties to a successful operation may be overcome. 

Another metho<l which is very useful, in suitable cases, is 
the operation of Kyle, in which a file-like instrument is em- 
ployed and one or two horizontal incisions are made through the 
mucous membrane, on one side, down to the cartilage and- 
also through it, but not woun<ling the mucous membrane on 
the concave .side. This V-shape<l incision is made along the 
most prominent part of the deviation, and, if necessary, a par- 
allel one is made just below it — diminishing the resisting 
power of the septum, so that, when the heavy forceps {Asch's 
tongs), are taken, it is comparatively easy to bend the septum 
over to the concave side. The sides of the shaped incisions 
come together, and allow the septum to assume a straight 
position. It is held in this position for a few days, until' 
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healing takes place. This operation is suitable where the 
deflection is not very marked, or when it is rather a bend than 
a deflection. It is not suitable for sharply deviated septums, 
or when the concavity is very deep. 

There is another operation for deviated septum sometimes 
called the Gleason operation. It is most suitable when the de- 
flection is well anterior, and not of sharp angle. An incision 
is made in such a manner as to form a flap, which is then 
pushed through from the convex to the concave side. Make 
the first incision in the anterior part of the nostril, going 



Fig. 49. 




Gleaaon's button-hole flap operation. A B, the cut through the cartilage: B C, 
the cut along the floor of the nose, Ixilow the deviation: C D, the upward cut 
through the cartilage and bone. 

through the cartilage with a small bistoury, and carrying it 
from the upper part of the septum downward to the floor of 
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the nose. Then, with the same short knife, cany the Incision 
backward, below the deviation, and as near the floor of the 
nose as possible. As soon as the incision is back far enough, 
or beyond the deviation, turn the knife, and cut upward. At 
the upper part of this incision, it may be necessary to use a saw 
to complete it, on account of the density of the septum at that 
point. The incision is now almost like the three sides of a 
square, the only part not being cut through being along the 
upper part, or ridge, of the nose. (Fig. 49.) 

With the finger, push the flap from the convex side through 
into the concave, and, as the edges are cut partially on the 
slant, it does not spring back when once pushed through care- 
fully, but rests against the septum, on the concave side. A 
tube may be placed in the concave side for a few days, but, 
as a rule, it is not necessary. The healing takes place, and 
the results, in suitable cases, are usually very good. 

The after-treatment in this operation is the same as that in 
the others. The nostrils should be kept clean by antiseptic 
washes and powder, until healing takes place. 

The submucous operation or the submucous resection of 
the nasal cartilage consists in removing part or all of 
the deviated cartilage beneath the mucosa and allowing the 
mucous membrane of each side to remain in contact. In 
certain cases it gives splendid results, but they have to be 
selected; and it is not so suitable where the septum is sharply 
deflected, for it is difficult to separate the mucous membrane 
without a preparation. Inguls, Killian, Freer, and Bellan- 
ger, have each devised special instruments for this operation. 

The same preparations as in other nasal operations are 
necessary. The opening incision is usually made on the 
left side, as this allows the better use of the right hand. 
With a special knife or ordinary bistury make an incision 
through the mucous membrane, beginning at the floor of 
the nose and extending it upwards and forwards, just a 
little behind the anterior end of the cartilage. Now take 
the elevator and separate the mucoperichondrium from the 
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septum back beyond the point of greatest deflection. Place 
the index finger in the right nostril, and with a sharp curette 
make an opening through the cartilage the length of the 
original incision, but being careful not to perforate the 
mucous membrane on the right side. Now place the ele- 
vator in this opening and carefully separate the mucoperi- 
chondrium from the right side back as far as it is separated 
on the left. The Killian speculum is now placed in the 
opening with one blade on each side of the septum; this 
will give a good view of the cartilage with the mucous 
membrane separated on either side. The next step is to 
remove all the deflected cartilage, which may be done with 
a pair of scissors and strong cutting-forceps, or better still 
by the Bellanger swivel knife. The nostrils are now cleansed 
and lightly packed with an antiseptic gauze to prevent 
bleeding and to keep the two mucous membranes in con- 
tact and in the median line. The dressing may be kept 
in for forty-eight hours and afterwards the nostrils cleansed 
daily with some alkaline wash until healing takes place. 

EXOSTOSES. 

Definition. — Exostoses are ridges, or spurs, which appear on 
the sides of the septum, and may be composed of cartilage or 
bone, or partly of each. 

When it involves only the cartilaginous part of the septum, 
it is called an ecchondrosis, and when it is situated farther 
back, involving only the bony part of the septum, it is called 
exostosis. 

It is not usua] to see a spur begin in the cartilaginous part, 
and, extending back, involve the bony part as well. They are 
seen in all shapes and varieties, no two being alike, and are 
found in difl^erent positions — some near the floor so dose, 
in some cases, as almost to involve the floor, in others, the 
ridge being much higher up on the septum. 

Diagnosis. — This is usually easy, especially of an ccchon- 
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drosis; there is a thickening on one side of the septum, which 
partly occludes the nostril ; while in the other nostril the sep- 
Fio. 50. turn will be found perfectly straight, with no con- 
cavity to correspond with the spur on the other side. 

It is sometimes harder to diagnose an exostosis 
— it being situated farther back, and often hid from 
view by an enlarged lower turbinate bone. The 
use of a little cocaine may be necessary. The 
growth is hard, and does not shrink by the use of 
cocaine. 

Symptoms. — ^The patient seldom complains about 
any spur, unless it is large enough to obstruct 
breathing. He may seek advice for his catarrh, or 
inability to breathe through one nos tril. This nos- 
tril is usually the large open nostril, that is doing 
all the work, while the other one is found to be 
stopped up by the spur. 

Sometimes the exostosis, situated far back, may 
not be large, but it is often an indirect cause of 
many catarrhal symptoms. 

The cause of these spurs is very indefinite. The 
cartilaginous spur is, no doubt, often due to trau- 
matism; but that can hardly be the cause of the 
exostosis because it is situated far back, and is well 
protected from any injury. 

Treatment. — It is not always necessary to remove 
these spurs. Frequently, in a large roomy nostril, 
it is not necessary to remove even a large spur. A 
spur should always be removedy however — 1, if it 
is large and interferes with free breathing; 2, if it 
^ . , extends far, and is in contact with the lower turbi- 

C/Urtis 

straight i^^tc bouc; 3, if it is situated near the floor of the 
saw. nose, and interferes with the proper drainage of the 
nose;, 4. if it is situated higher up on the septum, and ob- 
structs the ventilation and drainage of the upper part of 
the nostril. If the spur is small and due more to a thick- 
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ening of the mucous membrane than a bony thickening, it can 
be removed or shrunk up by fused crystals of chromic acid, or 
the careful use of cautery. These methods are seltiora used, 
however, at the present time, removal with a saw being pre- 
ferred. 

The instruments necessary for the operation are: a short, 
thin-biaded saw, tlie cutting edge being one and one half 



inches long. Forthe saw, this will answer all purposes. Some, 
however, prefer the bent-hundled saw, shown in Fig. 50, 
51 and 52, because the handle, being bent downward, does 
not obstruct the view while working. Others like the bev- 
eled-edge saw. Of these two are required, one foreach side. 
The author prefers the short, straight saw, with a sharp 
cutting edge and a rather stiff blade. Besides the saw, are 



CoaaeLberry'a curved saw. 

required a pair of rnn^ecl scissors, .strong, and sometimes with 
one blade seratetl, and a pair of curved forceps. These are 
made with cutting blades. If only one blade cuts, it will be 
necessary to have one for each nostril. (Fig. 53 and 54). 

Operation of RemoTing Spurs. — After cleansing the nose with 
antiseptic solution place a piece of cotton, with a ten per 
cent, solution of cocaine, carefully over the spur, carelieing 
taken to see that the cotton extends the full length and covers 
all the portion to be cut off. This should be left in position 
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for five or six minutes. .If anxious to perform a bloodless opera- 
tion, remove the cocaine after five minutes, and place a 
similar piece of cotton, saturated with adrenal solution, care- 
fully over the whole extent of the spur, and allow it to remain 
for five or ten minutes. After this is removed, the nostril is 
again cleansed, and the patient placed in a good light, with 
his head perfectly level and slightly turned to the side to be 
operated upon. It makes very little difference whether the 

Fig. 53. 




Pair of strong curved scissors. 

sawing is done from above downward or from below up, but 
usually it is more convenient to saw downward. The saw is 
placed at the proper point for making the incision, but it is 
first applied at an angle until the mucous membrane is cut 
through; then it is changed to a vertical position, until •the 
spur is cut off. It is well, before the sawing be started, to 
make an incision with a bistoury along the underside of the 
spur. This prevents the mucous membrane from being 
stripped off by the saw. As soon as the operator feels that he 
has cut through the bone and cartilage, the remainder may be 
cut with the scissors. The sawing is now completed, and the 
spur removed with the forceps, any ragged part of the wound 
being trimmed with the curved scissors. The bleeding, which 
may be quite free, is usually quickly stopped by covering the 



wound and nostril with an antiseptic powder, such as com- 
pound stearate of zinc and boric acid, the patient not 
being allowed to sit with the head bent forward or backward. 
A clot forms quickly on the floor of the nose, and the bleeding 
is stopped. 

In cases where the bleeding is very free, the patient should 
remain in the office for an hour or more; and every few min- 
utes a little antiseptic powder should be puffed in. This will 
usually control the hemorrhage. When the bleeding is very 
severe, it may be necessary to plug the nose, for which purpose 
. a Bernay's sponge should be used. The sponge is placed in 
the nose diy, exactly over the cut surface, if possible. The 
moisture of the nose quickly causes it to swell, and thus 
pressure is made on the bleeding point. It may be allowed to 
remain in the nose for thirty-six to forty-eight hours. 
Flo. 51. 




pair of foroopa with cutting edge. 

Aftei'treatment of Spina. — The patient .should remain in 
(he office for a half hour, or until the bleeding has ceased. 
Prescribe the powder, and a powder-blower, with instructions 
not to blow the nose or wash it, but to puff in a little powder 
every hour or two, for twenty-four or thirty-six hours. While 
puffing in the powder the patient must always hold the 
breath, or the powder may get into Ids laiynx. and cause 
him to cough. After two days, he shuidd come to the office, 
and, if the wound has done well, one will find a clean, healthy 
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wound, with a dry scab over the surface. The use of the pow- 
der may now be discontmued. If there has been reaction, and 

Fig. 55. the nose is swollen, it should 

be examined carefully, and 
a small probe passed over 
the cut surface, to be sure 
that there are no adhesions 
forming, and the patient 
should be directed to use 
the powder a day or two 
more. After this, if the heal- 
ing process is slow, it may 
be well to wash the nose once 
daily with an antiseptic 
wash. When the sponge 
has been used, it must be re- 
moved carefully, employing 
cocaine and oil spray so as to 
pull it out, if possible, with- 
out starting the bleeding. 
The patient will now use the 
antiseptic powder for a few 
days. One important detail 
is to always have the patient 
come to the ofHce within 
three or four days after the 
operation Otherwise, an 
adhesion may take place 
which would be more harm- 
ful than the spur A spoke- 
shave (Fig. 55) is used by 
some operators for removing 
small obstructions. After 
using cocaine, the knife part 

Beren'8 spoke-shave, for removing small j^ j^^^j j^^ ^j^^ j^^^^^^j ^^^^ 
spurs or smoothing rough portions oi the r ii i 

septum. the spuri and then pulled 
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firmly and quickly forward. This method of treatment 
works very well if the part to be removed is not large, and 
is composed of cartilage and raucous membrane. It is not 
serviceable for removing a bony spur. The dental drills, or 
burrs, and the galvanic cautery, are now seldom used in 
operations on the septum. 

ABSCESS OF THE SEPTUM OF HOSE. 

Definition. — Abscess is an infectious disease of the septum, 
or, phlegmonous inflammation of the septum. 

Pathology.— The septum is composed of two plates of car- 
tilage and bone; the mucous membrane over this becomes 
broken by an injuiy, or blow of some kind, and liecomcs in- 
fected; inflammation takes place and pus is formed. This in- 
creases in quantity, and, acting as a wedge, spreads the two 
sides of the septum apart. 

Symptoms. — ^The symptoms are the same as those of an 
abscess in other parts of the body; chili, fever, redness, pain, 
swelling, and distension. Both nostrils are occluded, and the 
patient is compelled to breathe through the mouth. On ex- 
sminatioa, both nostrils will l>e found occluded by a soft, 
spongy swelling. Tts appearance is that of a markedly de- 
viated septum, but the same condition is found on each side 
of the septum. 

Tnatmetit. — The treatment'will be the same as that of any 
abscess — a free opening In the most dependant part. It is 
important to make the diagnosis early, and to open promptly; 
otherwise considerable damage to the septum may result. 
It is important to make the incision free, and as near the floor 
of the nose as possible, in order to insure good drainage. The 
incision should be kept open by placing a small piece of 
iodoform gauze in the opening. After using cocaine, the 
incision is made with a small bistoury the pus evacuated, 
the cavity washed and cleaned with peroxide of hydrogen, 
and boric acid water. The gauze is taken out in twenty-four 
boLUS, and the abscess-cavity is washed and cleansed agiun. 
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Usually a free opening on one side will be sufHcient, but, when 
the pus is very extensive, it may be necessary to make an 
opening in the other side. After a few days, when the pus 
has been stopped, a little pressure should be made on each 
side of the septum, so that its two plates will be held together, 
and adhesion take place. This may be done by packing each 
nostril with gauze, or a Bernay's sponge, for two or three 
days. Hard-rubber tubes, or even a spread clamp, may be 
used. With care the abscess heals, leaving the septum in 
good condition. 

FOREIGN BODIES IN THE NOSE. 

« 

Sources. — Foreign bodies such as peas, beans, buttons, 
and the like, are often placed in the nose by young children. 
In adults they are more likely to be the result of accident. 
The most common accident being, that some substance is 
forced into the postnasal space by violent coughing or sneez- 
ing. 

Symptoms. — Foreign bodies may long remain in the nostril 
without giving much trouble. Those of vegetable nature 
absorb moisture, swell, and cause much pain, tumefaction, 
and discharge. After the acute irritation passes away, a 
purulent, or mucopurulent rhinitis may follow. 

If the foreign body is of hard nature, it may remain many 
years, and, from the deposits of mucus which collect around 
it, gradually increase and harden, the whole forming a sort 
of a calcareous substance which is called rhinolith. 

Diagnosis. — ^The diagnosis will depend much on the his- 
tory; but in a child, with a profuse watery discharge, (es- 
pecially from one side of the nose), with a red inflamed 
nostril, and a constant picking at the nostril, a foreign body 
IS to be suspected. In adults, a definite history of something 
getting into the nostril is usually stated. In old cases, the 
patient will usually seek advice regarding his catarrh, or 
inability to breathe through one nostril, or very offensive 
odor; and will be much surprised to learn of the foreign body 
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in the nose. On examination, the nostril will be found filled 
with stringy mucus, and, on removal, a whitish looking 
object will often be seen in the nostril. If the mucous mem- 
brane is much swollen, place a little five percent, cocaine upon 
it for a few minutes. This contracts the membrane, opens 
the nostril and enables one to see better. A probe will come 
into contact with some foreign object which is hard, firm and 
does not move when touched ; if a polyp, it will be soft, and 
easily moved about, when touched with the probe. 

Treatment. — ^The only treatment is the removal of the ob- 
ject. Cleanse the anterior nares, and place a ten per cent, 
solution of cocaine in the nostril containing the foreign body. 
This should be left in for five or six minutes. When removed, 
the mucous membrane will be found contracted; and the 
object is, usually, easily seen. If the object is round, and 
smooth, it may be removed by blowing the nose hard. 
Douching the free nostril with warm water will sometimes 
dislodge it, using a Politzer's bag, and making two or three 
quick puffs into the free nostril. If these procedures are not 
successful, the patient should be placed in a good light; the 
nostril moistened and lubricated with some oil spray; and 
the object removed with narrow pair of forceps; or, if it is 
far back in the nostril, and the nose is very small, it may be 

Fig. 56. 
Small nasal hook for removing foreign bodies from the nose. 

removed with a small nasal hook (Fig 50) . When the object 
is large, a heavy forceps may be required to break it. The 
pieces may then be removed. 

RHINOLITHS. 

Definitipn. — Rhinolith is the term applied to a hard, ir- 
regular substance found in the nose. It is usually due to a 
foreign body, forming a nucleus, around which salts of lime 
become deposited, thus causing a hard, calcareous mass. 
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This nucleus is sometimes formed by the hard, dry secre- 
tions of the nose. Rhinoliths occur usually singly, are of a 
blackish color, gradually become larger, and are sometimes 
imbedded in the surrounding tissue, causing more or less 
ulceration. The growth is slow, and the symptoms are 
chronic, extending over a considerable period of time. As 
the rhinolith increases in size, the pain is more marked, the 
discharge becomes purulent, and there may be considerable 
ulceration and necrosis. 

Treatment. — The treatment consists in the removal of the 
stone. 

Use cocaine to shrink the surrounding tissue as much as 
possible, and then remove the rhinolith with the ordinary 
nasal forceps. In some cases, it may be necessary to use 
bone forceps to break the hard substance, and then remove it 
piecemeal. 

In cases where it is situated far back in the nostril, the 
rhinolith may be pushed backward into the postnasal space, 
and be taken out through the mouth. 

A mild antiseptic wash, with a douche-cup, should be used 
for a few days, and the nostril lubricated with an oil spray or 
vaseline or cold cream. 

EPISTAXIS. 

Synonym. — Nose-bleed. 

Definition. — Epistaxis is a bleeding from the nose. 

Diagnosis. — ^The diagnosis of epistaxis is usually very 
easily made; the chief trouble lies in locating the point from 
which the blood comes, and in finding the cause of the bleed- 
ing. 

Causes. — 1 Injuries from blows, or falls. 

2. Local affection of the nasal mucous membrane (such as 
hypersemia), or from ulceration due to foreign body or growth 
of some form. 

3. Systemic affection: anaemia, Bright's disease, cirrhosis 
of the liver, pneumonia, typhoid fever, measles, etc. 
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Vicarious epistaxis, occurring during the menstrual 
period. 

In the majority of cases the bleeding comes from a sm:ill 
erosion or ulceration on the anterior part of the septum near 
the floor of the nose. The patient picks the nose, or blows it 
hard, or has a violent attack of sneezing, the scab is knocked 
ofT, and bleeding occurs. It may come on without any par- 
ticular warning, and bleed very freely for some time. The 
patient comes to the physician (the bleeding having stopped), 
and the parts are so blanched that he may have difficulty in 
locating the bleeding point. 

In making an examination, it is well to remember that 
nearly all bleeding comes from the anterior part of the sep- 
tunt. 

Nasal bleeding is sometimes caused by a severe injury to 
the head, and, if the skull is fractured, blood may flow from 
the ears, as well as from the nose. 

Sudden nose bleed in a person past middle life should be 
looked upon with suspicion, as it may be an indication of 
some organic disease. The heart shouki be examined, and if 
any venous con^stion is found, the indication is for heart 
tonics, nitroglycerine, strychnine, etc. 

It is seldom necessary to plug the nose for this form of 
bleeding, although it may be necessary to' do so until the 
heart tonics begin to take effect. Fatal nose-ble«d Is very 
rare, but it may occur in ha?mophelia, or in a person whose 
general health is very low. 

Treatment.^Locate the bleeding point if possible, and, if 
the nose is bleeding freely, wash it out with peroxide of 
hydrogen ; this alone sometimes stops the flow. Apply ice to 
the outside of the nose. Do not let the patient bend the head 
down or back. Pinch the nose with the thumb and finger. 
If these simple methods do not control, use one of the follow- 
ing methods: 
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^- 

Cocaine (five per cent, solution) 

Adrenalin aa S i- 

Mix, and make a solution. 

S. — Fill the bleeding nostril with cotton saturated with this 

solution.. 

Another good styptic is — 

Tannic acid gr. x. 

Gallic acid gr. xx. 

Water, up to 5 i. 

Mix, and make a solution. 

S. — Saturate cotton, and place it in the bleeding nostril. 

A valuable styptic, in powder form, is — 

I*. 
Pulv. fol. raeatico 

Pulv. amyl aa 5 i. 

Mix, and make a powder. 

S. — Use in a powder-blower, and puff up the nose every 

half hour. 

An attempt should be made to control the bleeding by 
plugging the anterior nares. This should be done with 
narrow strips of sterilized gauze, placing the first piece as 
far back in the nostril as possible, then, with a narrow pair 
of forceps, pushing in a little at a time until the nostril is 
filled. Have the gauze narrow, about a half-inch wide. 

Fig. 57. 





Bellocq's cannula. 



This will insure a firm, solid plug. If the bleeding still con- 
tinues and can be seen flowing down the pharynx, it will be 
necessary to plug the posterior nares as well as the front. 
This is done by passing a Bellocq's cannula, (Fig. 57) or a soft- 
rubber catheter, along the floor of the nose until its end is 
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seen passing down behind the soft palate into the pharynx. 
It should then be grasped with a pair of forceps and pulled 
forward into the mouth. A string is now tied to the end, and 
the catheter pulled back through the nostril. There is now 
a string which passes through the nostril, down behind the 
soft palate^ and out through the mouth. Next, take a pledget 
of cotton, as near the size of the posterior nares as one may 
judge — it is important to have the ping as large as possible; 
tie the string to this, and gently pull the end that is in the 
nostril. This will pull the plug into the postnasal space. 
Hold this same end firmly, ancl, with a pair of forceps, fill 
the anterior nares with strips of gauze, pushing them back 
against the posterior plug. The end of the string which is 
still in the mouth may be fastened to a tooth, or to the side 
of the cheek, with a small piece of adhesive plaster. The 
plug should be left in position not more than forty-eight 
hours, and, before removing, it should be thoroughly softened 
with oil or vaseline. The anterior part is removed first, 
gently and carefully, then, with a little cocaine and more oil, 
the posterior plug is softened, and is removed by pulling the 
end of the string which is in the mouth. 

Another very useful way of controlling hemorrhage, es- 
pecially if it is situated in the anterior part of the nose, is by 
the use of nasal plugs of Bernay's sponge. These may be cut 
to any size, and placed in the nostril. They absorb moisture 
quickly, and expand to about three times their original 
thickness. Iron solution should not be used in the nose, as 
it makes a hard, black clot that is very painful to remove. 

When the cause is due to some irregularity in the general 
health, this must be attended to. See that the liver and 
kidneys are in good condition, and the general health should 
be built up. In very full-blooded people, where loss of blood 
is indicated, it is not always well to stop it quickly, but rather, 
to use ordinary simple remedies, such as lying down, hands 
raised over the head, cold applied to nose and head. After 
the bleeding has stopped, or when only a slight oozing is 
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noticed, and the bleeding-point is to be located, place the 
patient in a good light, and examine carefully the anterior 
septum and floor of the nose. A small scab, or ulceration, 
will usually be found, though sometimes only a bright red 
spot is noticed, which, if touched with a probe, will start the 
hemorrhage. If there is a general oozing, paint the spot with 
a solution of nitrate of silver; this will whiten the mucous 
membrane, and the bleeding-point will show by a bright red 
spot on the white surface. After the spot has been located, 
use a five percent, solution of cocaine on cotton, and, with the 
galvano-cautery at a dull heat, completely sear over the 
bleeding artery, keeping the nostril well covered with a powder 
for two or three days. 

If the patient, when first seen, has the nose filled with 
cotton, care should be used in removing it. Soften it well 
with cocaine and an oil spray, and remove it very gently, to 
prevent the hemorrhage from starting again. This is one of 
the purposes for which a cautery is most advisedly used. 
Strong silver solutions, or chromic acid, may be used; but 
the cautery is much more convenient and more successful. 

NASAL STPHILIS. 

Ssmonyms. — Syphilis of the nasal fossae, specific rhinitis, 
syphilitic rhinitis. 

Primary lesion is seldom seen in the nose, but a few authen- 
tic cases have been reported. When a small, indurated 
ulceration is noticed, either on the septum or on the turbinate 
bones, accompanied by an enlargement of the glands at the 
angle of the jaw, it should be treated with suspicion. 

In the second stage we get mucus patches and more or less 
superficial ulceration, which may extend, and cause consider- 
able deformity. 

The tertiary stage is marked by more extensive ulceration. 
It may begin in the form of a gumma, which becomes in- 
flamed, breaks down, and ulcerates. In other cases, the 
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inflammation seems to begin in the bone, causing necrosis of 
the bone and extentling to the mucous membrane, causing a 
deep ulceration. 

Significance. — On account of the great deformity which 
may take place and the horrible cases one so often sees, both 
in the congenital and acquired forms, it is very necessary 
that all cases should be early diagnosed and most carefully 
treated. 

In young children, the early recognition of this disease is 
very important, and, if carefully treated, the results are 
usually very gratifying. 

The primary and secondary lesions do not require any 
special local treatment, except to be kept absolutely clean. 

In the tertiary period, if seen early, the great destniction of 
tissue, and the subse(|uent deformity may be prevented by 
placing the patient promptly under the influence of the con- 
stitutional treatment. 

Symptoms. — ^The patient usually complains of cold in the 
head, sneezing, headache, and loss of smell. 

The secretions are abundant and watery, and, upon look- 
ing at the mucous membrane, it is seen to be red, swollen, 
and, in some cases, almost enough to cause stenosis; but the 
swelling is sensitive, yields to the pressure of the probe, and 
bleeds easily. Shortly after this condition is observed, an 
ulcer is formed, which quickly breaks down and spreads, 
extending to the cartilage and bone. At this stage, we get the 
peculiar bloody discharge and characteristic odor of dead 
bone, which is one of the chief means of distinguishing 
between the syphilitic condition and simple ulceration of the 
septum. The voice usually has a peculiar nasal quality. 
The ulceration spreads, and either the whole septum may l>e 
destroyetl, or, merely the cartilaginous part. 

Very often the palate lx>ries become necrosed, and a small 
perforation ui the hard palate may appear. When the bony 
septum has been necrosetl, we are apt to get great deformity. 
Tlie bridge seems to disappear, and the nose becomes wide 
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and flat ("saddle nose''). Considerable destruction of the 
bony cartilage may take place without much deformity re- 
sulting. 

Prognosis. — ^The prognosis in all these cases should be 
stated carefully, and, when any necrosis has taken place, it is 
well to warn the patient of the danger of deformity. 

If the ulceration has not extended to the bone, much may 
be done by the constitutional treatment, but when necrosis 
has taken place, the treatment is much more difficult and the 
prognosis more doubtful. 

Treatment. — In the primar)% and secondary forms, cleans- 
ing washes, such as borolyptol, boroformalin, etc., are all 
that is necessary for local treatment. The constitutional 
treatment is very important; saturated solution of iodide of 
potash should be prescribed, beginning with ten drops in 
milk or vichy, two hours after each meal. 

In the late stages, cleanliness is also important, and the 
crusts and scabs should be removed as carefully as possible, 
so as not to start bleeding, or excite any further inflammatory 
action If the ulceration is not very large, one of the follow- 
ing solutions, applied carefully with cotton on an applicator, 
will be found very useful: 

lodol aa 5 i. 

Oil of sassafras 5 i. 

Ether 
Mix, and make a solution. 
S.-^ Apply on cotton applicator. 

Or— 

10 per cent, watery solution of nitrate of silver. 

If there is a profuse, irritating, watery discharge, it is well 
to have the patient use the following powder: 

^- 

* Compound stearatc of zinc and iodoform . S i- 
S. — Puff a little into the nose every hour, for a day or two. 
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When the secretions are thick and hard, do not use a 
powder, but soften them with some form of oil spray, e. g,, 

Carbolic acid rip, xv. 

Camphor ^r. v. 

Liquid albolene 5 ii- 

Mix, and make a solution. 
S. — Use in an oil atomizer. 

When there is much swelling, or the breathing is obstructed 
by any form of exostosis, it is not well to do any cutting, for 
fear of increasing the danger of necrosis. 

If, on examination, dead bone is found, we have at once to 
decide what is best to be done. When the amount is large and 
loose, it must be removed by forceps. Occasionally the se- 
questrum is so large that it cannot be removed through either 
nostril. If it cannot be broken by the forceps, and removed in 
pieces, it will be necessary to make an opening by an incision 
under the lip, separating it, and throwing the nose upward so 
as to expose the nasal fossa\ 

It is always very necessary, at this stage to quickly place the 
patient under the influence of constitutional treatment. Be- 
gin with ten-drop doses of the saturated solution of iodide of 
potash, in a half glass of water, two hours after each meal. 

Ficj. 58. 




This should l>e increased a drop each day until signs of 
iodism are produced. At the same time, especially if it is an 
eariy neglected case, it is well to give one mercurj' protiotlid 
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pill, one-sixth grain, three times each day, or calomel, or by 
inunction, or fumigation. 

The patient should not be allowed to use any alcohol, and 
very little, if any, tobacco; but a good, generous diet should 
be prescribed, with tonics, plenty of fresh air and sunshine. 

Several methods have been tried for the correction of the 
deformity caused by the necrosis, one of which is ahanl- rubber 
nasal support, used by Bishop; another, a Martin's artificial 
bridge. (Fig. 58). 

These have been used in serious cases with fairly good 
results, but in all cases it is better to have the patient undergo 
a long course of specific treatment before any operative work 
is tried; otherwise the tissues may not be in good condition to 
repair easily, and the operation may result in irritation and 
ulceration. 




Cut of Ryringe for pnraffia iujei 
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Since the use of paraffin has been tried in the correction of 
these deformities, several very gratifying results have been re- 
corded. Of course, it cannot be used in every case, and the 
best results are obtained in the correction of the saddle, or flat 
nose. The nose should be thoroughly cleansed, and a few 
drops of four per cent solution of cocaine should be injected 
under the skin at the point at which we wish to use the par- 
affin. It is necessary to have a special syringe, strong, pow- 
erful, and one in which the piston can be worked with a screw 
if necessary. The needle should be as large as possible. 

(Kg. 59.) 

Some recommend the use of paraffin at a melting point of 
110°F., while others, especially those using the screw piston, 
prefer to use the paraffin in a semisolid condition. If there 
should be much reaction after the injection, it is well to apply 
cold compress to the nose, for an hour or two. When the 
deformity is very marked, the injection of paraffin may be 
repeated two or three times, several weeks apart, until the 
deformity is corrected. This is better than trying to inject 
very much at one sitting. 

FIBROMATA OF THE NOSE. 

Fibromata occur almost always in young people, seldom in 
a person over twenty-five or under ten, and are usually con- 
fined to the male sex. They appear as a hard, firm growth, 
usually single, attached to the body of the sphenoid bone and 
extending into the posterior nares. This grows very rapidly, 
and may be as large as a small orange. When it grows 
large, it often becomes attached to the outer wall of the nose, 
making the nose very wide, and giving it a peculiar shape. Ex- 
tensive adhesions are often set up, and tlie growth may ex- 
tend and involve the antrum, even the orbit, causing the 
eyes to bulge out ; in a few cases it has been known to extend 
to the brain. For these reasons, an early diagnosis is very 
important. 
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Pathology. — The fibroma is of very dense structure, with a 
smooth surface. It contains elastic fibres, and is covered 
with a layer of mucous membrane. It contains numerous ar- 
teries and veins, which, on account of the firmness of the 
growth, do not collapse when cut, and may result in severe 
bleeding. It contains numerous spindle-cells. It, also, may 
undergo changes, such as ulceration and suppuration, due to 
pressure or irritation. 

Symptoms. — Cold in the head, sneezing, inability to breathe, 
slimy discharge from the nostril which in time becomes puru- 
lent. A persistent catarrh which gradually grows worse. 
The hearing often becomes affected. The speech becomes 
thickened and the patient complains of drowsiness, and great 
fatigue, and will often fall asleep sitting up. He will often 
have persistent vomiting, and severe attacks of nose bleed 
which will sometimes require plugging. Intense neuralgic 
pains are frequent. 

On examination, either with a postna^sal mirror or by lifting 
the soft palate, a smooth, round tumor is seen, whose color 
varies from pale to dark red. Not much may be seen through 
the anterior nares. They are filled with fibrous polypi which 
are rather dense and firm, but which bleed easily when 
touched with a probe or applicator. 

Diagnosis. — We have a dense neoplasm with a smooth sur- 
face. If it were a polypus, we would not find such grave 
symptoms nor such deformity as sometimes develops. Sar- 
coma may resemble it very much, but the age of the patient 
will aid you, and it is always well, in a serious growth like this, 
to get a small part of it for a microscopical examination. 

The prognosis is favorable when seen early, but when it 
has increased to any great size, and involves the antrum 
or orbit, it is almost impossible to get a satisfactory result. 

Treatment. — ^The treatment of nasal fibromata is thoroughly 
to remove the growth, either by cold wire-snare, very strong 
forceps, ligation, cautery, or electrolysis. When they are very 
large and involve the antrum or orbit, their removal will re- 
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quire more extensive operations described in surgical works. 
The simplest manner is by the use of the cold wire-snare. 
This may be done by using a curved snare, passing it up be- 
hind the soft palate and coaxing the loop of wire over the 
growth; but when the growth is not too large, a straight snare, 
like a Jarvis, (but made very strong), may be used to ad- 
vantage. The loop is passed through the nostril into the post- 
nasal space. One is able to free the loop by putting the finger 
behind the palate, and, at the same time, slipping the loop 
over the growth and pushing it upwards as far as possible. 
Begin slowly to tighten the wire by turning the screw, and the 
wire will usually slip towards the pedicle, so that the growth 
may be slowly cut through by shortening the wire. One must 
always be careful to have a strong instrument and strong wire. 

Some authorities speak well of the use of the electric cau- 
tery, the practice being to make three or four punctures in the 
growth, repeating the process in a few days. This is done 
with the hope of destroying the bloodvessels, and shrinking 
the tumor. 

Electrolysis is also well spoken of by some who claim to 
have had good results from this method of treatment. 

SARCOMA OF THE NOSE. 

Carcinoma and sarcoma are, fortunately, rather rare, and 
statistics seem to show that sarcoma is more frecjuently seen 
than carcinoma. 

Sarcoma is usually of the round-cell variety, and may occur 
at any age, but generally before the age of forty years. It 
occurs more frecjuently in men. It may have its origin in the 
nasal chambers but it often begins in the surrounding tissue, 
and spreads to the nasal cavity, where it frequently causes 
great deformity. 

Symptoms. — ^The early symptoms are occlusion of the nostril , 
a mucopurulent discharge which is usually offensive, and, as 
the growth increases, great pain and deformity. 
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The use of a microscope is very important in making a 
diagnosis, and often three or four examinations will have to be 
made before the nature of the growth is fully determined. 

Treatment. — Early and complete removal presents the only 
chance of recovery, and this is only practicable when the 
growth is confined to the nasal fossae, and may be reached 
with the cold wire-snare. 

CARCINOMA OF THE NOSE. 

Carcinoma occurs extremely rarely as a primary affection, 
but may invade the nose from the surrounding parts. It is the 
epithelial variety, beginning as a small nodule which tends to 
ulceration. It is usually found in the anterior part of the nosp, 
that being the part most exposed to irritation. It grows rapidly 
and may extend to the antrum and orbit. 

Symptoms. — A purulent discharge with a peculiar color and 
odor. Impairment of the breathing, peculiar lancinating 
pains, and gradually increasing cachexia. As the growth in- 
creases in size, all these symptoms become more marked. 
Severe hemorrhage on slight provocation occurs frequently. 
It is very necessary to make a microscopical examination of 
the growth. When there is any doubt, it is always well to try 
antiseptic remedies for a short time. 

Treatment. — If seen early, it is possible to remove the gi'owth 
by operation, but it is always a very serious one, and the 
growth is very apt to recur. Most practitioners do not favor 
operations, although some have reported favorable results in 
a few cases. 

PAPILLOMATA OF THE NOSE. 

Nasal papillomata consist of wart-like growths — com- 
paratively rare, but, when found, usually attached to the in- 
ferior turbinate bone, or septum. They are well supplied 
with bloodvessels and often bleed freelv when cut. 
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The treatment consists in removing with a snare, and cau- 
terizing the bone with the galvanocautery, or with fused 
chromic acid, and then keeping the surface well covered with 
compound stearate of zinc and boric acid powder, till healing 
takes place. The powder should be used with a powder- 
blower four or five times each day for a few days. 

DISEASES OF THE AUXILIARY SINUSES OF THE NOSE. 

Sinusitis. — ^The accessory sinuses of the nose are so closely 
connected with the nose, that they are subject to the same 
inflammations, which may, for convenience be divided into 
acute and chronic sinusitis. 

Acute sinusitis may occur at any time with an acute cold in 
the head, and may be due to the mucous membrane of the 
nose becoming swollen and damming up the ordinary se- 
cretions of these cavities, or, it may even be due to direct in- 
fection. Traumatism often causes it. It is also found in cases 
of diphtheria, typhoid fever, and er^^sipelas. 

Gfaronic sinusitis may l)e the result of an acute attack. A 
unilateral discharge of pus is nearly always indicative of sinus 
disease, although both sides are affected in some cases. It is 
not always a constant discharge, and is affected by the posi- 
tion of the head; for instance, after clearing the nostril and 
having the patient bend the head forward and downward, pus 
will usually be seen flowing from the middle meatus, and, from 
the position of the pus, we judge which cavity is affected. 

When the patient lies down, this discharge of pus flows back- 
ward, causing a disagreeable taste in the mouth, with more or 
less gastric disturbance. 

MAZILLART SINUSITIS. 

The maxillary sinus, or antrum of Highmore is tlic largest and 
most easily reached, and is supposed to be more frequently 
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affected than the two others; but it is found that both the 
frontal and ethmoidal cavities are affected nearly as often. 

Anatomy of the Antrum. — ^These antra are two pyramidal 
cavities, situated in each superior maxillary bone. The roof 
of each is formed by the floor of the orbit; and the floor, by 
the roof of the mouth. The cavity varies in size, holding from 
a drachm to an ounce. There is a circular opening in each 
inner wall, through the middle meatus of the nose, about the 
middle of the inferior turbinate bone. Each superior dental 
nerve passes through each antrum, along the floor, to the 
teeth. A .few of the roots of the teeth may extend into the 
antra. The mucous membrane, lining the cavity, is much the 
same as that in the nose, only thinner. The mucosa of 
the antrum is subject to acute, and chronic inflammation. 

Causes. — ^The causes are usually due to a form of infection 
from the nose. It may also be caused by traumatism or in- 
fection from any decayed tooth, the first or second molars 
being the ones that usually cause it. If the inflammation be 
merely a simple one with no infection, which may be caused 
by simple rhinitis and the closing of the natural opening by 
the swelling of the mucous membrane, it should be treated as 
a simple inflammation. Cold applied externally, antiseptic 
nasal sprays, cocaine applied over the lower turbinate bone, 
should be used, in the hope of shrinking the mucous mem- 
brane enough to allow any secretions to pass out of the natural 
opening. The inflammation quiets down and the patient is 
well in a few days. If the cavity becomes infected from any 
cause, the condition is much more serious, and must be treated 
more actively. 

Chronic suppurative inflammation of the antrum is also called 
empyema of the antrum. In looking for the cause of the dis- 
ease, we are at a loss to decide exactly. In some cases it is 
the result of acute inflammation in the nose, extending to 
and infecting the mucous membrane of the antrum. Many 
of the cases are supposed to be caused by caries of the teeth, 
and, while no doubt many of them have their origin in this 
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source, it is given as a eau.se much more frequently than it 
shmiM he 

Symptoms. — A tlull aching pain over the region of the 
antrum. The fever is not high, except in vei'y acute cases. 
The swelling varies in different cases, but there is likely to be 
some swelling of the face on the affected side, and consider- 
able tenderness on pressure. The eyeballs may protrude, due 
to the pressure, and the patient usually complains of a dull 
headache. One of the first symptoms that causes the patient 
to seek one's aid, is the profuse discharge from the nose. He 
has to use the handkerchief very often. The discharge has an 
offensive oilor, and is more profu.se in the morning. 

On examination, pus may be found flowing over the middle 
turbinate bone, anil, after being wiped away, will be found 
flowing again by having the patient bend the head downward 
and forward. If the nasal opening is closed, all the symptoms 
of abscess in a marked degree will be observed. 

Examine the teeth; they may be tender to the touch ; or a 
little pus may be noticed, oozing down by the side of one or 
more of the teeth. All these symptoms point to antral disease, 
and it will be necessary for you to confiim the diagnosis by one 
of the following means: (Fig. GO), 




L 



1. Method of TianBillumiaatian. Place the patient in a 
dark room, or cover the head with a dark cloth. Place the 
lamp in the mouth, and have the lips closetl. If the antrum 
and lining membrane are healthy, hmth antra will be e<|uallj 
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illuminated; but, usually, over the affected side, the light 
will not shine through, and an opaque or cloudy picture will 
be presented. Wh\\e this is a fairly good means of diagnosis, 
it is not always to be relied upon. Any tumor, or natural 



Fig. 61. 




Myles antrum trochar and canula. 

thickness of the mucous membrane or of the bone, might pre- 
sent the same opaque appearance. 

2. Method of Aspiration. Another means of diagnosis is 
to make an opening in the cavity by passing an aspirating 
trocar through the canine fossa, or the inferior meatus of 
the nose. (Fig. 61 and 62). 

Fio. 62. 




Douglas antrum trochar. 



The most convenient point for aspirating the antrum is in 
the inferior meatus. Thoroughly cocainize, and use either one 
of the foregoing trocars. Pass the point into the nostril under 
the lower turbinate bone, about halfway back; then, by 
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makingm pressu firre slightly upward anti toward the outer 
side of the nose, the point will slip through the thin bone at 
this position, and enter the antrum. (Figs. (j3 and 64). 




SyrUige tac weuhi 

Attach a syringe to the trocar, and force in warm antiseptic 
solution. The head is bent a little forward, and the fluid will 
thus flow out of the natural opening of the antrum, through 
the nase. Ey collecting it in a basin the nature of the lesion 
may be determined. If the fluid returns clean, it i.s certain 




that there is not much infection; but if there is a thick, muco- 
f purulent discharge, which sinks to the bottom of the dish, it is 
I just as certain that the diagnosis of empyema of the antrum 

is correct. 

It must be remembered that, in some cases, the sinusitis is 
I ia the ethmoid celts, and that the pus, in flowing down, finds 
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its way into the antrum. It would be impossible in that case 
to cure the antrum without at the same time curing the eth- 
moiditis. 

Treatment. — ^When it has been decided that there is pus in 
the antrum, operate in one of the following ways: 

1. Extract either the first or second bicuspid tooth, selecting 
the one more sensitive when tapped by the handle of the 
mirror or applicator. The roots of these teeth often extend 
into the cavity. There is only a thin partition of bone separ- 
ating them from the antrum. By using a dental drill, or an 
ordinary hand drill, the antrum may easily be entered by 
following the cavity left by the tooth. Make the opening as 
large as possible, and wash out the antrum. This may be 
done every day. At the same time, make an application of 
iodine, or carbolic acid solution, to the lining membrane or, 
with a small syringe, put in about a drachm of the following 
mixture: 

Iodoform P\^' 

Albolene 5 i. 

Mix, and make a suspension. 

S. — Shake before using. For external use in office. 

If it is necessary to keep the cavity open for any length of 
time, one may use the Myles' antrum tubes or, better still, 
have a dentist make a gold or platinum tube which will fill the 
opening and which may be fastened by a clamp to one of the 
remaining teeth. Such a tube may be left in for any length of 
time. The antrum may be washed through the tube, and the 
patient may do it at home every day, and occasionally the tube 
may be taken out and cleansed. 

The only advantage of this method is that the opening is at 
the bottom of the cavity and the drainage is periFect. 

One of the objections is that food may get into the tube; 
but the chief objection is that one cannot properly explore the 
antrum, nor curette the cavity to get rid of the granations; 
tissue which is almost certain to be there. It is sometimes 
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ry to destroy a tooth to enter the cavity, and this is ii 
valid objection. 

The other method, which might he called a radical oper- 
ation, is the one that is giving the i)est results at present. It 
has the advantage of not destroying any teeth. It is not neces- 
sary to have a drill to, perform the operation. The opening 
can easily l>e made large enough thoroughly to explore it, and 
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Retractor far the chealc nhils Dperatiag oo the antrum. 

to curette it in order to remove any granulations. The point 
selected for the opening is through the alvealor margin, just 
above the teeth, in the canine fossa, or over the first bicuspid. 
Inject a solution of equal parts of one per eentcocaine into the 
tissues at the point to be opened. This will help to control the 
bleeding, which is usually very free for a short time. The 
patient should be completely subject to ether, and the mouth 
should be held open with a retractor (Fig. fi-'j) on the side to be 
operated on, the first incision being made through the mu- 
cous membrane about half an inch above the teeth, and ex- 



lending from the second molar tooth forward to the frenum. 
With an elevator (Fig. GO) loosen the periasteum both up- 
ward and downward, so as thoroughly to expo.se the bone at 
the point one wishes to open. The bleeding which occurs at 
this time may be controlled by iodoform compress. The 
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bone IS not thick at this point, and the opening may easily be 
made with a mallet and small chisel (Figs. 67 and 68), and 
may then be enlarged with a pair of bone-forceps (Fig. 69). 



Fio. 68. 



Fia. 67. 




Chisel. 




Mallet. 



This opening is made large enough to 
permit the finger to enter, care being 
taken that the lower margin of the open- 
ing is on a level with the floor of the 
antrum, and in this way securing perfect 
drainage. Now take a rather large cu- 
rette (Fig. 70), thoroughly clean out the 
entire antrum cavity, and examine with 
the finger to see that no granular tissue 
remains. After the curetting the wound 
bleeds very freely, but it can be con- 
trolled by using peroxide of hydrogen, fol- 
lowing it with a wash of some antiseptic 
solution and a packing of iodoform gauze. 
This will be removed in twenty-four 
hours, the cavity washed out, and the 
packing again put in the antrum. The 
iodoform packing is kept in as long as 
there are any signs of pus. The original 
opening is left to close by granulation, and 
the patient is instructed how to wash the 
cavity with a small syringe at home every 
day. The cavity is kept healthy and 
clean and soon heals, the results being 
very satisfactory. 

As an adjunct to the operation, it is 
often well to enlarge the natural opening 
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into the antrum, which is done l»y first cutting away the ante- 
rior end of the middle turbinate bone. If this is done before 
the opening into the antrum is made, it will be necessary to 
plug the nostril to control the bleeding which takes place. 
For this reason, some operators leave the nasal part imtil the 
antrum operation is completed. 




It has been suggested by some to make the nasal opening 
large enough to allow washing and packing the antrum, so 
that the opening throngh the alveolar process will close quick- 
ly; but, so far, the best results are obtained by treating the 
antrum through the original opening, and allowing it grad- 
ually fo close by granulation. 



FRONTAL SmtTSITIS. 



Inflammation of the frontal sinus frequently occurs as a 

I complication of cold in the head, the inflammation extending 

I from the nasal cavity; and, whenever the middle turbinate 

I bone Ijecomes diseased, the same condition will often spread 

I to the frontal, and ethmoidal cells. 

I The symptoms are usually well marked but often highly 

I variable, including pain in the infraorbital region, neuralgic 

H in character and generally constant in pressure. The pain is 

H increa^ied by blowing the nose or stooping over. There may 
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be some swelling and piiflBness over the eye. The patient 

complains of a discharge from one nostril and of the frequent 

use of the handkerchief. 
On examinatioii, pus or mucopurulent secretion is found 

flowing over the anterior end of the middle turbinate bone. 

Fia. 70 It is rather tenacious when it is wiped away, and 
more will appear by having the patient bend the head 
well down. The middle turbinate bone is usually 
swollen, soft, spongy, and pressing against the sep- 
tum. 

Diagnosis. — With the foregoing symptoms, diag- 
nosis is confirmed by the use of the frontal lamp. 
This is the same as the antrum lamp, only covered 
by a hood, except the end that is placed under the 
supraorbital arch. Double lamps may be had, 
which help to compare both the frontal sinuses at 
the same time. The use of the lamp, though helpful, 
is not always to be relied upon, and is of very little use 
in some cases for the following reasons: One or both 
sinuses may be absent, or very small, and in this 
case there would be an opaque picture on each side. 
One may be large and the other small, and one will 
illuminate less than the other. Some of them con- 
tain pus and a very thick lining of mucous membrane, 
and consequently will not illuminate property. 

Treatment. — The treatment may be described 
under two heads — one being the intranasal and the 
other the extranasal opening of the frontal sinus. In 
either case it is absolutely necessary to have free 
drainage. 

In doing the intranasal operation, first cut away part 
of the middle turbinate bone, then with a small bent 
curette or small cutting-forceps it may be possible to 
Curette enter the frontal sinus and clean it out. Use a long 

Antrum pointed syringe (see Fig. 64) and wash out the cavity 
^°'^ with antiseptic solution and dry by means of cotton 
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on applicators. Then carry a narrow strip of iodoform gauze 
and lightly pack the cavity. This is left in for twenty-four to 
forty-eight hours, then removed and carefully washed every 
day with mild antiseptic solution. If the frontal sinus may be 
reached in this way the operation is always very successful, 
but the difBculty of getting into the sinus by this method is a 
great objection to the operation, especially so in long-standing 
cases where it is imperative to thoroughly curette the sinus 
and remove all granulations; but it should always be tried 
first in the hope of avoiding the open operation which is more 
serious and may result in a scar on the forehead. 

Extranaaal Opening: oi the Frontal SinuH. — The eyebrow is 
shavedand the surface thoroughly cleansed. Make an incision 
along the eyebrow beginning at the inner third or infraorbital 
notch and extending to the median line of the nose. Push back 
the periosteum so as to expose the hone; now with a small 
chisel ordrill make an opening through the boneinto the frontal 
cells. Enlarge the opening by cutting upward and inward in 
the inner half of the first incision. By using the bone-forceps 
the opening maybe matle as large as needed to thoroughly 
explore and curette the sinus. After all the necrosed tissue 
ia removed, take a small curette or director and enlarge the 
natural opening for drainage into the nose. Through this 
opening a small drainage-tube may be placed extending into 
the nose. The external opening may now l)e closed and the 
cavity washed every day through the drainage-tube. As soon 
as the inflanunation subsides, which will usually lie in four or 
five days, the tube should be removed by pulling down with a 
small pair of forceps and the cavity left to close up. 

The results of this operation in suitable cases are usually 
very good. Some operators prefer to treat the cavity as an 
open wound. Carry a small piece of iodoform gauze as a 
drainage tube into the nose and pack the cavity with iodoform 
gauze and allow it to heal by granulation. The only objection 
to this method is that there may be a slight scar where the 
opening into the bone was first made, 
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ETHMOIDinS. 

Definitdon. — Ethmoiditis is an inflammation of the mucous 

membrane within the ethmoid cells and over the ethmoid bone. 

The ethmoid cells are separated by a very thin plate of bone 

Pio. 71. both from the orbit and brain, consequently 

any operative work in this region must be 

done very carefully to avoid injury or perfo- 

f ration of these thin walls. 

The inflammation of the ethmoid cells 
y^ may be acute or chronic in form, the former 
usually terminating in the latter, as there is 
very little tendency to spontaneous recov- 
ery. In many cases of atrophic rhinitis and 
ozena, the ethmoid cells are more or less 
affected. There is a very close relation be- 
tween sinus disease and nasal polypi. 

Symptoms. — Deep-seated pain over the 

lower frontal region or sometimes the bridge 

^^ of the nose. Thick yellow pus which flows 

j^^S^ over the posterior ends of inferior turbinate 

I ^^ bone and occasionally we find in this pus 

I small pieces of bone — or crepitation may be 

J felt over the bone or with the probe. If there 

is any necrosis there will be the peculiar odor 

to the pus. There may be considerable ex- 

opthalmus due to pressure, and even in rare 

cases we may get an emphysema of the eyelid 

due to the disease of the ethmoid or to injury 

while operating. 

On examination, one finds the middle turbi- 
nate bone swollen, red, congested, almost in 
, a polypoid condition, with a foul yellowish 

A useful curette for i . ' , " ' n • • , t» • « 

frontal or discharge liowing over it. By using a fine 
ethmoidal cells. ^^^^ probc ouc may succeed in getting into 

the ethmoid cells and detect dead bone. (Fig. 7i.) 
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Treatment. — ^The treatment of ethirioiditis is to establish free 
drainage and to keep the parts thoroughly clean. This is 
done by cutting away the anterior part of the middle turbinate 
bone, and, with a small curette or cutting forceps, enter the 
ethmoid cells and remove all necrosed tissue. Wash out the 
cells using a small bent syringe, using one of the antiseptics 
already mentioned. This may be done twice each day and 
followed with an oily spray. 

^. 

Camphor gr. v. 

Iodoform Sr. x. 

Liquid albolene 5 ii- 

Mix, and make a solution. 
S. — Use in oil atomizer. 

After thoroughly cleansing, inject about a half-drachm of 
the following solution into the cavity with a fine pointed 
curved syringe: 

Iodoform 3 ss. 

Liquid albolene 5 i. 

Mix, and make a solution. 
S. — Use as directed. 

When the intranasal method of operating does not give 
relief then the external operation is necessary. The incision is 
made along the inner angle of the orbit alx)ut the same as 
that used in opening the frontal sinus. The frontal sinus is 
opened and through its floor the ethmoid cells are reached. 
All the cells are thoroughly curetted and a large opening made 
into the nose for drainage. The external wound is closed 
after the cavity is thoroughly sterilized. The wound heals 
without much disfigurement. Always be careful, in irrigating 
through the nose, not to disturb the wound. 

QUESTIONS. 

What is ozema? How would you treat a case of it? 
What is vasomotor rhinitis? Give tlie other common names of this 
condition. 
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Give the symptoms of vasomotor rhinitis. What is the aetiology? 
Describe fully tne treatment. 

What are nasal polypi? 

How would you diagnose them? 

Where are they usually found? 

How would you diagnose polypi from a malignant growth of the nose? 

How would you treat nasal polypi? 

What instruments would you use? 

What is an exostosis? Ecchondrosis? Describe the operation for 
removal and the instruments necessary? 

What is the aftertreatment when exostosis has been removed? 

If the postoperative bleeding were severe what would you do? 

What IS hypertrophic rhinitis? How would you differentially diag- 
nose the true from the temporary form? 

Give the pathology of hypertrophic rhinitis. 

What is tne result of the disease if not corrected? 

How would you treat a case of hypertrophic rhinitis? 

What are the symptoms of enlargement of the posterior ends of the 
turbinate bones? 

How would you treat them and why? 

How would you diagnose and treat an enlarged middle turbinate 
bone? 

What is atrophic rhinitis? 

Describe the clinical conditions of the nasal cavities in atrophic 
rhinitis. 

What is the cause of atrophic rhinitis? 

Give the pathology of atrophic rhinitis. 

What is tne prognosis: and why? 

Describe fully the treatment of atrophic rhinitis. 

How do you examine the posterior nares? What do you see in it? 

What difficulties do you sometimes meet in the examination? 

What is rhinitis and how many forms may it take? 

Give the etiology and diagnosis of acute rhinitis? 

Give the subjective and objective symptoms of acute rhinitis. 

How would you differentially diagnose acute rhinitis from foreign 
body of or tumor in the nose? 

Describe fully the treatment of acute rhinitis. 

What is chronic rhinitis and what is the cause of it? 

What are the subjective and objective symptoms and how would you 
treat them? 

When would you use a douche-cup for the nose? What are the dan- 
gers of using one, and how would you avoid them? 

Describe the symptoms and appearance of the nose when a foreign 
body is in the nares. 

Describe fully how you would treat a foreign body in the nares. 

What is rhinolith? How would you treat a rhinolith? 

What is an abscess of the septum? 

How would you treat a case of abscess of the septum? 

Describe the antrum. 
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How would you diagnose a case of suppuration in the antrum? 

What is the usual cause of inflammation of the antrum? 

Describe the operation for opening the antrum and how you would 
treat the cavity afterward. 

What do you mean by inflammation of the frontal sinus? 

Give the symptoms of frontal inflammation. 

What are adenoids? Give the other names for them. 

How would you diagnose a case of adenoids? 

Describe fully the symptoms in a case of adenoids. 

Why should adenoids be removed? 

What instruments are necessary to remove adenoids? 

How would you operate without the use of anaesthesia? 

What general anaesthetic would you prefer and why? 

Why should a general anaesthetic be used to remove adenoids? 

Describe fully the operation for removal of adenoids when an anaes- 
thetic is used. 

What malignant tumors are sometimes found in the nose? 

How would you diagnose malignant disease of the nose? 

How would you treat a case of frontal inflammation? 

What is ethmoiditis and how would you treat it? 



CHAPTER III. 

DISEASES OF THE PHARYNX. 

Examinatioii and General Principles. — For examination of 
the pharynx, the patient sits in the same position as for 
examination of the nose. 

Look first at the general condition of the mouth, tongue, 
teeth, noting thz mucous membrane whether it is red or con- 
gested or if any sores be present. Now examine the pharynx 
holding the tongue down with a tongue-depressor. In using 
a depressor do not lus^e vivxih or any force but have the patient 
breathe as quietly as possible. Many patients will try to help 
and the more effort they make the harder it will be to examine. 
One will occasionally find a patient in whom it will be im- 
possible to make a satisfactory examination on account of the 
way he rolls the tongue or the very rigid conditi(m of the 
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muscles, and also in some very nervous patients who are over- 
anxious to help you by opening the mouth too much and keep- 
ing the muscles all tense. When this occurs the author often 
advises them to use a spoon at home several times a day 
standing before a mirror and trying to see his own throat. In 
this manner the tongue becomes accustomed to the depressor 
and when the patient returns for examination in a few days 
th3 results are much more satisfactory. When the tongue is 
held down properly and the patient breathes easily, examine 
the condition of the pharynx. First look at each faucial tonsil 
to see whether enlarged, red, swollen or filled with lepto- 
thrix. Notice the condition of the pillars of the faucec, espe- 
cially the anterior, whether it is adherent to the tonsil or spread- 
ing out over it almost hiding it from view. At the same time 
look at the uvula, then at the pharyngeal wall itself, noting the 
condition of the mucous membrane, whether hypertrophied or 
atrophied, the condition of the follicles and whether the mem- 
brane is free from secretions or not. It is always well to in- 
spect behind the palate and it will sometimes be necessary to 
use a palate hook to obtain a full view. 

CLASSIFICATION OF DISEASES OF THE PHARYNX. 

Acute pharyngitis. 
Chronic pharyngitis. 
Follicular pharyngitis. 
Syphilitic phaiyngitis. 
Tuberculous pharyngitis. 
Retropharyngeal abscess. 
Paralysis of the pharyngeal muscles. 
Foreign bodies in the pharynx. 

ACUTE PHARYNGITIS. 

Synonyms. — Simple pharyngitis; inflammatory sore throat; 
catarrhal sore throat. 
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Etiology. — Exposure to cold and wet is probably the most 
frequent cause, for it is seen more frequently in the damp 
months of the year. Traumatism sometimes causes it, such 
as swallowing a bone, hot tea or coffee; the irritating fumes 
of smoke, iodine, ipecac or, in fact, any of the irritating fumes 
one might be exposed to. The other factors which might be 
spoken of as indirect causes are the rheumatic and gouty 
diathesis, gastric and intestinal disorders, intemperance in the 
use of alcohol and tobacco; inability to breathe through the 
nose. Unhealthy sanitary surroundings is one of the most 
potent causes of many of the troubles found in the upper 
respiratory tract. We also find the pharynx affected by the 
toxins of measles, scarlet fever, typhoid fever. 

Symptoms. — Slight chill, rise of temperature to 101° or 102° 
F. Aches and pains in the limbs. A burning feeling in the 
throat and pain and stiffness in swallowing. The throat feels 
raw and dry and soon becomes covered with a tenacious 
secretion. 

On examination one finds the mucous membrane red, con- 
gested, swollen, especially along the sides and over the an- 
terior pillars of the fauces. The tonsils are not swollen. 
There are no white patches or ulcerations to be seen. The 
signs are usually confined to the mucous membrane of the 
pharynx, although it may extend upward to the postnasal 
space and downward to the larynx. 

Treatment. — ^Treatment of acute phnryngitis varies in dif- 
ferent cases, depending on the cause. If seen early, give the 
patient a hot, mustard foot-bath, a Dover's powder with a 
good hot drink and wrap up warmly in bed. This will usually 
start free perspiration and relieve the congestion. Give a 
saline cathartic. 

Cold compresses to the outside of the neck, and change 
often during the first few hours. Control the temperature, 
pain, and nervous irritation with salol and phenacetine in 
appropriate doses every two hours. Great benefit is obtained 
by giving small doses of bromide of soda every two or three 
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hours. WTien the mouth is very dry and parched, sucking ice 
is very grateful to the patient. 

If there should be a rheumatic or gouty diathesis, then suit- 
able remedies for these troubles are indicated. After the 
acute stage is passed some astringent application should be 
made to the pharynx. 

A solution of nitrate of silver, sixty grains to the ounce, applied 
carefully to the pharynx and repeated in six or eight hours, has 
a very beneficial effect and will often cut short the attack. 
The patient at home may use antiseptic gargles, glycothymo- 
lin borolyptol, thymoformal, putting one teaspoonful into a 
quarter-glassful of water; usually hot water is more soothing 
and beneficial than cold. The author invariably uses water 
as hot as the patient can safely bear. After each gargle which 
should be at least every hour, have him spray the throat with — 

Menthol gr. v. 

Chloroform ttR v. 

Eucalyptol gr. v. 

Liquid albolene 5 ii» 

Mix, and make a solution. 

S. — Use in an oil atomizer and spray throat after each gargle. 

There are many lozenges which are beneficial in these 
cases. Wyeth mentholated tablets, to dissolve one in the 
mouth occasionally, are very pleasant, also troches containing 
rhatany. 

If there is any history of rheumatism, apply to the throat 
with an applicator, tincture of guiac every two hours and give 
the patient half a drachm of the amraoniated tincture of guiac 
in a glass of hot milk every three hours. 

The following is a mild astringent and gives good results in 
some cases — 

Pulveris aluminis 

Pulveris boraci 

Pulveris potassium chlorate aH 5 '• 

Mix, and make a powder. 

S. — 3 i. in a half glassful of hot water to gargle every houi. 
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Potawaium ctilorate powder .^ sa. 

Potaasium nitrate 3 i. 

Mix, and niuke a powder. 

S. — In half a glass of hot wat«r to gargle every two houre. 

If the disorder is due to any intestinal disturbance, this 
must all be attended to before any goofl results may be hoped 
for. 

CHRONIC PHAETNGITia. 

Definition and Synonyms.— riironic pharyngitis !s a chronic 
inflammation of the mucous membrane of the pharynx, verv 
frecjuently a later stage of acute pharyiigitia, and sometimes 
called clergymen's or singers' sore throat. 

Etiology. — Tn very many of the cases, chronic pharyngitis is 
secondary to other disease, such as nasal obstruction or lesions 
in the frontal and ethmoid cells. Before any benefit is to be 
expected these conditions must be corrected. Frequent 
attacks of acute pharyngitis, with obstniction of nasal res- 
piration, is a frequent cause. The ovenise of tobacco and 
alcohol, irregularities of the digestive tract, and constitutional 
diathesis, especially rheumatism, turberculosJs and syphilis 
are also factors. 

The symptoms vary much according to the cause. 1'he 
mucous membrane is usually red and congested in spots and, 
between these red areas, the mucous membrane is pale and 
slimy and very fre(]uently is covei-ed with a tenacious, stringy 
secretion. The voice is changed, sometimes hoarse and tir- 
ing easily. There may be a slight hacking cough with a desire 
to clear the throat and sometime.s there is pain on swallowing. 

On inspection we sometimes find considerable thickened 
tissue along the sides of the pharynx, back of the posterior 
pillar. This might be called lateral pharyngitis, And it is im- 
portant to remember it for in many cases one will find all of 
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the pharynx in a fairly healthy condition but with these thick- 
ened ridges along the sides giving the patient all the symptoms 
of chronic pharyngitis. These lateral ridges are usually looked 
upon as indication of some obstruction in the postnasal space. 
Treatment of chronic pharyngitis is one of the most trying 
diseases to treat and requires a great deal of time and patience. 
First one must consider the general condition of the patient, 
the occupation and sanitary condition of the place of 
abode, also the nose, tonsils, digestion, which must all be as 
normal as possible or appropriate remedies used for derange- 
ments of any of these parts. The mucous membrane must be 
thoroughly cleansed of adherent secretions. This may be 
done by any alkaline spray or by rubbing the parts with 
a cotton applicator moistened with any antiseptic solution. 
The congested spots may be corrected by two or three appli- 
cations of nitrate of silver solution, twenty or thirty grains to 
the ounce. If the lateral pharyngitis is marked it may be 
necessary to make some stronger application or even to make 
one or two light punctures with the electric cautery. Very 
frequently it will be necessary to make some astringent ap- 
plications to the post-nasal space. Such as sulphocarbolate of 
zinc, ten grains to the ounce or alumnol, twenty grains to the 
ounce. These applications should be made every four or five 
days with cotton on an applicator, the tip of which should be 
bent at right angles. At home the patient should gargle or 
spray the throat twice daily with antiseptic solution such as 
borolyptol, glycothymolin or alkaline thymoformal, using 
one teaspoonful in a quarter-glassful of water and following 
this with an oil spray. 

^. 

Eucalyptol njj v. 

Benzoinol 3 i. 

Liquid albolene 5 i. 

Mix, and make a solution. 

S. — Spray into the throat after the gargle. 
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Many patients complain of tickling cough and of the 
amount of mucus in their throat in the morning, what they 
often call the dropping of mucus into the throat. This is all 
due to the thick mucus which collects in the postnasal space 
during the sleeping hours and drops down the sides of the 
pharynx. Some hot gargle, such as normal saline solution, 
bicarbonate of soda, one teaspoonful in a pint of water, used 
first thing in the morning is very beneficial in loosening this 
thick mucus and the patient is able to clear the throat with- 
out much effort of coughing. If they have been using the 
voice too much or in a bad way, absolute rest for a short time 
is required. Rheumatic diathesis requires antirheumatic remi- 
dies. The amount of tobacco and alcohol should be lessened. 

In some cases of chronic pharyngitis, good results follow 
the use of the benzoinal inhaler — by inhaling two or three 
times each day for about five minutes at a time some stim* 
ulating inhalant. 

Tincture benzoin 5 ii. 

S. — 3 i. on hot water in the inhaler. 

^- 

Menthol gr. x. 

Oil tar 3 i. 

Alcohol to 5 i. 

Mix, and make a solution. 

S. — 3 i. on hot water to inhale as directed. 

ATROPHIC PHARYNGITIS. 

Synonyms. — Pharyngitis sicca; dry pharyngitis; dry catarrh 
of the pharynx. 

Definition. — Atrophic pharyngitis is an atrophic or dry con- 
dition of the mucous membrane and the submucous tissue of 
the pharynx. 

Etiology. — Atrophic pharyngitis is usually the result of in- 
flammatory process (hie to irritants, or indirectly caused by 
nasal obstruction, as it is frequently seen in cases of atrophic 
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rhinitis and may be due to the irritating discharge from the 
nose. It is often a sequel of hypertrophic pharyngitis. Breath- 
ing and sleeping with the mouth open causes a dryness of the 
mucous membrane of the pharynx. Anything which inter- 
feres with the circulation of blood in the pharynx causes poor 
nutrition and a consequent dry condition of the mucous mem- 
brane. 

Ssrmptoms. — Characteristic burning, itching sensation, and 
an extremely dry feeling in the throat are the chief symptoms. 

There is usually a dry hacking cough, very little expector- 
ation except what accumulates in the postnasal space and is 
removed by hawking it up. The secretions of the glands are 
changed in quality ; they become thick and tend to stick to the 
pharynx, forming dry crusts and scabs which are very hard to 
remove. Sometimes the membrane looks dry, parched and 
glazed, with here and there a nodular condition due to the 
fact that some of the glandular tissue is not so atrophied as 
elsewhere. If the secretions are examined, a great variety 
of bacteria may be found. 

Treatment. — Remove any constitutional causes as quickly as 
possible. Get the general health into good condition, and 
keep the parts thoroughly clean with a gargle or spray. If there 
are any congested spots, correct these by making two or three 
applications of nitrate of silver. Massage the parts with a 
fifty percent, solution of borolyptol,.glycothymolin every other 
day in the office. 

After the pharynx has been thoroughly cleansed with anti- 
septic spray, the following makes an active stimulating 
application — 

I*. 
Ichthyol 

Lanoline aa 5 ss. 

Mix, and make an ointment. 

S. — Rub over the pharynx with a cotton applicator. 

A five to ten per cent, solution of ichthyol in keralene is 
also a very good stimulating application. 



FOLLICULAR PHARYNGITIS 133 

Ichthargan, five to twenty per cent, solution in liquid albo- 
lene, acts very well in many cases. These applications should 
be made every day in the oflSce until the mucous membrane 
is in a healthy condition. 

Have the patient use at home some antiseptic gargle, such 
as Seiler's tablets or Dobell's solution, three times each day, 
and follow it with some oil spray. 

^- 

Chloroform 

Eucalyptol aa ttr v. 

Liquid albolene 5 i. 

Mix, and make a solution. 

S. — Use in an oil spray after gargle. 

Give cathartics if necessary. Alkaline cathartics seem to 
act the best in these cases. 

Phosphate of soda ( 3 — ii.) every morning in a glass of hot 
water is very efficient. Small doses of potassium of iodide, 
one to two grains given three times each day, has a very bene- 
ficial effect upon the glandular condition, and, when com- 
bined with arsenic, stimulates the secretions and puts the 
membrane into a more moist condition. 

Careful attention should be paid to the digestive tract and 
to the hygienic surroundings. 

FOLLICULAR PHARYNGITIS. 

Definition. — Follicular pharyngitis is a form of chronic 
pharyngitis diagnosed by the pharynx being dotted with en- 
larged follicles which look bright and red, while the sur- 
rounding tissue is often pale and atrophic in appearance with 
stringy mucus adherent in places. Follicular pharyngitis 
usually occurs in campaign speakers, preachers and singers. 

Etiology and Sjrmptoms. — ^The etiology and symptoms are 
very like those in simple chronic pharyngitis and in general, 
very closely similar. 
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Treatment. — First try to correct the cause. If due to irritating 
fumes, or dust, avoid these as much as possible. When caused 
by excessive speaking or singing, complete rest is indicated. 
If the follicles are large they may be destroyed or shrunk in 
one of the following ways — 

The membrane is thoroughly washed or cleansed with an 
alkaline spray. Apply nitrate of silver solution to each fol- 
licle, being careful not to touch any other part of the pharynx. 

Chromic acid may be fused on the point of an applicator and 
carefully applied to the center of a few of the largest follicles. 
This may have to be repeated to the other follicles a few days 
later. 

A fine cautery point heated to a dull red may be applied to 
the center of some of the follicles. It is not well to do many 
at each sitting as it might leave the throat too painful for a 
few hours. 

Still another method of treating these enlarged follicles is by 
the use of a small curette or bistouiy, doing two or three every 
few days until all are better. 

Cleanse the parts every day with an antiseptic spray or 
massage the pharynx with a fifty per cent solution of borolyptol 
or glycothymolin. The following is often useful in some of 
these cases: — 

^' 

Potassium iodide 5 i. 

Tincture iodine njj xv. 

Glycerine 5 ii. 

Mix, and make a solution. 

S. — Apply with an applicator evciy other day. 

Another very serviceable stimulant application or spray is: 

Zinc sulphate gr. x. 

Antipyrine S^' ^^' 

Hamamelis water 5 i. 

Mix, and make a solution. 

S. — Apply with an aj)plicator or spray the throat once 
daily. 
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The general treatment is much the same as for other forms 
of chronic pharyngitis, liut often good results are obtained by 
putting the patient on antirheumatic remedies, especially the 
drinking of plenty of alkaline water. If the cough which 
sometimes accompanies this should be troublesome, it may be 
necessary to give some sedative to control it for a short time. 
Small doses of codeine or heroin answer very well or the suck- 
ing of some throat pastile may give tlie necessary relief. 

TUBERCULOnS PHARYNGITIS. 

Tuberculous pharyngitis occurs comparatively rarely, sel- 
dom as a primary lesion but nearly always secondary to 
pulmonarj- or laryngeal tul>erculosis. 

Symptoms. — In the early stages, the symptoms are much the 
same as in subacute pharyngitis. As the lesions advance, 
inflammatory infiltration causes local swelling, which in time 
breaks down, forming shallow, grayish ulcers. These ulcers 
have the characteristic "nibbled edge" appearance — usually 
there is some enlargement of the cervical glands. Pain is 
more or less severe, deglutition difficult, and as the ulceration 
spreads, all the symptoms increase and the usual systemic 
signs of tuberculosis appear. There is a peculiar odor and a 
slimy, tenacious secretion which causes a difficulty of clearing 
the throat. 

DifEerential Diagnosii. — ^The only disease tuberculosis might 
be mistaken for is syphilis of the pharynx. The followng is 
Bosworth's classification for differentiation: — 

Syphihitc Ulcers. ruiiercuZous Ukern. 

Deeply cYeaviitiHi. No apparent exoavation. 

Few ^ruiKilation.'j, and those high- Much indolent granulation. 

ly inflarnmiitory. 
Deep-red areola. Faint areola. 

Sharply-cut cd^es. Irregular and ill-defined edges. 

Distinct demuroittion. Demarcation iniiisllnct. 

Yellow purulent aeeret.ion. Grayish, ropy mucua Becretion. 

Discharge profuse. Discharge scanty. 

Peneti'ating to ilee[>or tissues. Superficial, with lateral in place of 

deep ex tension. 
No fever as a rule. Uectio fever aa a rule. 
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Prognosis. — ^The prognosis is usually grave because the 
lesion here is nearly always secondary to severe pulmonary 
disease, and also, on account of the pain and difficulty of 
eating, the patient's general health decreases very quickly. 

Treatment. — It is very necessary that the pharynx be kept 
clean and free from the tenacious secretions that are apt 
to collect. Warm saline gargles or sprays are the best. If the 
ulcers are large and ragged, gently curette, then apply — 

lodol 3 i. 

Ether 5 i. 

Mix, and make a solution. 

S. — Apply every other day with a cotton applicator. 

Follow this by a soothing oil spray — 

Cocaine gr. v. 

Menthol gr. x. 

Liquid albolene 5 i. 

Mix, and make a solution. 

S. — ^pray the throat after gargle 

Some observers like a menthol and orthoform emulsion 
applied to the ulcer every other day. Lactic acid 25 per cent 
to 50 per cent, solutions applied. The cough and pain must 
be controlled with small doses of heroine or codeine. Special 
attention should be given to the general nutrition of the 
patient with good suitable food, fresh air, tonics of cod-liver 
oil, creasote, iron and stimulants of some kind. If prac- 
ticable the patient should be sent to Arizona or New Mexico 
to live an outdoor life until he is well. 

STPHILITIG PHARYNGITIS. 

Syphilitic pharyngitis occurs often but usually in the second- 
ary or tertiary form. The primary lesion or hard chancre 
has been observed several times on the tonsil due to direct 
inoculation, kissing, using the same dishes, unclean sur- 
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gical instruments and coitiLs ah ore. The first thing noticed 
is a sore throat, pain or swelling, the tonsil may be enlarged 
and red and there is a small ulcer which does not yield to 
ordinary treatment. It has a grayish color, some induration, 
and the cervical glands may be somewhat enlarged. While 
there may be every evidence of the primary sore, it is always 
safer to wait for the secondary rash which is sure to appear 
in from four to eight weeks. The tertiary lesions are the ones 
which most usually come under our notice and they appear at 
any time from eight months to two years. 

Diagnosis. — ^The diagnosis is made from the general history, 
symptoms, and appearance. In the early stage mucus patches 
may not give rise to much pain except when eating hot or 
spicy foods. It looks like a small erosion of the mucous mem- 
brane, pale in color, very little induration except in a long- 
standing lesion or where two or three of them coalesce. Some 
of these patches are very slow in healing and may have con- 
siderable induration, but as a rule they are superficial. 

In the tertiary form we usually get a history of an initial 
lesion. There may be a gumma involving the tonsil or soft 
palate which gradually becomes infiltrated, breaks down in 
the form of ulceration which, on healing, leaves a cicatrix and 
deformity. This process has an unmistakable odor. The 
pain depends on the size and location of the ulcer. This ulcer 
has the distinct induration, ragged edges, and sloughed-out 
appearance. 

The glandular enlargement at the angle of the jaw and 
neck is very pathognomonic but, if in doubt, the quick response 
to antisypliilic remedies confirms the opinion. It is often re- 
markable how quickly the disease responds to medicine in 
these lesions of the upper respiratory tract. 

Treatment. — A mucus patch in the throat requires par- 
ticular care on account of its contagiousness and the tendency 
it has to spread and ulcerate. Do not allow any tobacco, 
alcohol or highly spiced foods, in fact, anything that would 
in any degree irritate the throat. Start constitutional treats 
ment at once. 
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111 the primary and secondary stages, mercury in some form 
must be given. Hydrargyrum cum creta, in one-grain tablets, 
starting with one, and increasing to tolerance, three times 
each day and increasing up to ten or twelve, is very service- 
able. 

In the tertiary form, iodide of potassium is indicated, starting 
with ten to twenty drops of the saturated solution in plenty of 
water, two hours after eating, three times each day, and 
ascending one drop each day till the point of tolerance is 
reached. In many cases this should be aided by some form 
of mercury, either by inunction or by the protoid pill of 
mercury, gr. one-sixth, one, three times each day, with plenty 
of water, two hours after eating. 

When there is much ulceration the necrotic tissue or slough 
may be gently scraped away with a small curette and appli- 
cation of nitrate of silver (ten per cent solution) made every 
three or four days, then the part should be kept covered as 
well as possible with an antiseptic powder — compound stear- 
ate of zinc and iodoform. At home the patient must keep the 
parts as clean as possible by employing gargles or sprays — 

Hydrogen peroxide 

Borohrptol aa 5 iv. 

S. — 5 li. in a lialf glass of water. Gargle every hour or two. 

Then follow this with a soothing oil spray or lozenge. The 
diet should be nourishing and the patient should live out of 
doors if possible. 

The prognosis depends more on the general condition of 
the patient, and the results are usually good, except when the 
patient is in a run-down condition or when the constitutional 
treatment has been delayed too long, then the ulcerations 
get very large and deep and may have considerable necrosis, 
which often leads to great deformity. Even after some cases 
of recovery, the cicatricial tissue which has formed often 
causes a great deal of trouble and pain. Cases have been re- 
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ported wlieii the soft palate becomes adherent to the pharyn- 
geal wall and causes a great deal of defect both in speaking 
and breathing. When this adhesion is liberated there is a 
great tendency to reunite and it is often quite difficult to pre- 
vent it. A piece of gauze, passed through the nose and allowed 
to hang below the palate, will sometimes prevent adhesion, 
or some other device of a similar nature may be employed. 

RETBOFBARTNOEAL ABSCESS. 

Definition. — Retropharyngeal abscess is an abscess of the 
cellular tissue behind the posterior wall of the pharynx due to 
the breaking down and suppuration of the lymphatic glands 
in that region. 

It occurs most frequently in chililren but is also found in 
adults. The usual position is In-hind the soft palate, almost on 
a level with the Eustachean tubes on either side of the median 
line. The pus may burrow and extend downward — the 
children are frequently of a strumous diathesis and the sup- 
puration is often of a slow character. It may be due to trau- 
matism and occasionally is a sequal of scarlet fever, and 
diphtheria. 

Symptoms. — In children the symptoms may be indefinite, 
especially when slow of progress. The general health be- 
comes impaired, food is refused. The pain on swallowing 
increases, and the voice has a peculiar throaty quality. Ot^ 
dinarily the symptoms are those of an acute sore throat — 
fever, chills, headache, deep-seated pain which gradually 
increases and is augmented by movements nf the head. There 
ia a feeling of foreign Ixidy in the throat, obstruction to nasal 
respiration and n constant desire to clear the throat. 

On examining the pharynx, one may see a bulging tumor, 
usually on one side, the mucous membrane over it behig tense, 
and on palpating with the finger, we may l>e able to detect 
fluctuation. If the tumor is large, the swelling may extend 
toward the angle of the jaw. 
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The prognosis is usually good except in some young children 
whose general condition is not good or when the pus involves 
the vertebrae and occasionally in a large abscess that opens 
spontaneously, and the child, being in a weak condition, may be 
strangled by the amount of pus. (Edema of the glottis is a 
complication that may occur and is especially serious in weak 
children. 

The treatment will depend on the condition of the abscess 
at the time of examination. If seen early before the accum- 
ulation of much pus, a free puncture through the mucous 
membrane may act as a means of clearing it away. When 
once the abscess is formed, it must be treated the same as an 
abscess anywhere else. 

Apply ten per cent, cocaine over the surface of the abscess 
which may be opened with a small knife or trochar. In using 
the knife, make a small incision in the median line as low down 
as possible, in the most prominent point of the swelling. As 
soon as it is opened, bend the head forward at once to pre- 
vent the pus flowing into the larynx. 

In a nervous, frightened child it maybe necessary to give a 
little anaesthetic to open the abscess and in that case Rose's 
posture is the safest, in which the head is extended over the 
edge of the table and lowered. Wash the cavity with anti- 
septic solution, using a small syringe. It is usually not neces- 
sary to put in drainage — the mouth should be kept cleansed 
frequently with some gargle and a fluid diet kept up for a few 
days, as well as tonics and every means necessary to build up 
the general health. 

The other method of treatment is the external operation 
and is indicated when the swelling is laterally situated end 
involves the glands at the angle of the jaw. It is necessary 
in this operation to give an anaesthetic. After palpating and 
locating the most prominent point of the swelling, an incision, 
is made along the anterior border of the sternocleidomastoid 
muscle, cutting in very carefully and making the incision 
parallel with the large vessels of the neck. When the pus 
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cavity is reached, it is washed out and then lightly packed 
with iodoform gauze for twenty-eight to forty-four hours. 

In cases in which the situation of the pus is doubtful, 
the Hilton-Rose method of gently burrowing into the forno 
with a blunt instrument after the skin has been incised, is 
advisable. 

The general condition of the patient must be carefully at- 
tended to — cod-liver oil, hydrophosphites, syrup of the iodide 
of iron, plenty of fresh air and sunshine. 

FOREIGN BODIES IN THE PHARTNZ. 

Foreign bodies are occasionally foiiinl in the pharynx — 
fish-bones, pins, tooth-picks, bristles of tooth-brush. They 
are usually imbedded, and are found in the tonsil, behind 
the tonsil, or atthe base of thetongue on either side of the 
epiglottis. 

STSiptoms. — The symptoms will depend on the size, nature 
and location of the foreign l>ody. Sharp articles like pins or 
fish-bones will cause pain on speaking or swallowing, may 
cause cedema, inflammation and ulceration. If. the object 
should be large it might cause choking or suffocation, but 
that would be rare. Nervous patients will have all these 
symptoms even after tlie article has been either .swallowed or 
q'ected and one should be guided accordingly when such 
patients come for treatment. The irritation caused by the 
foreign body may sometimes remain for some time after the 
removal, giving all the symptoms of being still present. 

Treatment. — The treatment in any case is removal of the 
article. 

In examiDJiig the patient, look carefully at the region of 
both tonsils and at the luise of the tongue. When the object 
has once been seen it is usually easily removed by forceps. 
If in the tonsil, ordinary nasal forceps will be available and 
if further down, the curved forceps will be preferable for 
seizing it. (Fig. 72). 
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As soon as located, spray the throat with a solution of 

cocaine and remove the object. If nothing is discovered and 

Fia. 72. the patient still insists that there is 

a foreign body present, examine very 
carefully again, spray with a mild 
solution of cocaine, give three or 
four doses of bromide of soda, fifteen 
grains (depending on age of the pa- 
tient) three hours apart, and have 
him use a mild alkaline spray three 
times a day at home for a few days. 
In ordinary cases explain to the 
patient that after the removal they 
may have the same sensation for a 
few hours, owing to the irritation 
caused by the foreign body. 

TUMORS OF THE PHARYNX. 

Tumors of the pharynx might be 
divided into two classes — benign and 
malignant. All these tumors, 
whether benign or malignant, are 
usually confined to the tonsil or lat- 
eral walls of the pharynx. 

The benign tumors may be classi- 
fied as papilloma, fibroma, angelioma 
and lipoma, while the malignant 
tumors are sarcoma or carcinoma. 

Occurrence. — Fibromata are usually 
seen in the tonsil as a small, pedun- 
culated tumor. Papillomata are more frequent and often 
involve the uvula and soft palate. Sometimes a calcareous 
deposit is found in the tonsil. They begin in the crypts of 
the tonsil, increase in size, and at times become very large. 
They should be removed and the cavity thoroughly curetted. 




Forceps for removing foreign 
bodies from the pharynx. 
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The malignant tmnors (comprising sarcoma or carcinoma) 
may occur as primary sores in the tonsils Imt frequently as 
secondary deposits of a tumor in another part of the body. 

Sarcoma ow-urs at any age, while the carcinoma is usually 
found after middle life. Carcinoma is usually warty and 
irregular in appearance, and after it begins to ulcerate there is 
a thin, very offensive secretion. It resembles syphilis in many 
details. In syphilis the pain is more marked during the act 
of swallowing, while in malignant disease it is acute all the 
time, and of peculiar lancinating character, sometimes radia- 
ting towards the ear. In syphilis we often get the super- 
ficial ulceration and mucus patches, or the characteristic 
deep ulceration. 

In syphilis all the lymphatic glands of the body are more 
or less effected, while in malignant disease onlytiie.surround- 
ing glands are enlarged and they are also painful. One 
should always be careful of the diagnosis in those cases of 
one tonsil being enlarged, hard and indurated, and when 
in doubt, always try the effect of antisyphilitic remedies 
freely used for a short time. 

The treatment of malignant disease of the pharynx is 
always a very difficult undertaking. On account of the inti- 
mate relation with the cervical glands, the tendency to recur 
is always very marked. Injection of toxins and electrolysis 
offers little hope of success but the surgical operation for the 
removal of these tumors must always be undertaken with 
caution. Carcinoma, if operated on early, gives a better 
chance for success than sarcoma. In many of the cases all 
that may be done is to use remedies that will lessen the pain 
and make existcnee a little more comfortable. 

NEUROSES OF THE PHABTHZ. 

AnffiBthesia o( the pharynx means the insensibility of the 
pharynx lu fcclinj;; or irritation, and may lie a sequel of 

diphtJieriii, syphilid, and certain dnigs. 
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Hyperffisthesia of the pharynx Is an increased sensitiveness 
of the mucous membrane of the pharynx, caused by acute 
inflammation, elongated uvula, or by the excessive use of 
tobacco, alcohol, and certain drugs. It is often a serious 
obstacle to the examination of the larynx and may be over- 
come by the aid of cocaine or bicarbonate of soda. 

Parffisthesia of the pharynx is an abnormal sensation, as 
burning or itching, and is usually a reflex symptom of other 
conditions, such as enlarged tonsils, varicose veins at the base 
of the tongue, or aneurism. 

Paralsrsis of the muscles of the pharynx is rather a rare 
disease and is usually a sequel of diphtheria, syphilis, or 
cerebral affection. If the soft palate be involved, food is 
often forced into the nose during the act of swallowing, and, 
if the glottis be affected, food may find its way into the larynx 
and trachea. 

Treatment. — ^The treatment will depend much on the 
cause. Strychnia in increasing doses is indicated, also iron, 
arsenic, massage of the parts. Electricity is especially good 
in these cases — the faradic current, using the negative on the 
back of the neck, and the positive on each side in front, or the 
static current, using a small glass electrode on the pharynx, 
making the current comfortably strong for five to ten min- 
utes every day. 

QUESTIONS. 

Describe the pharynx. 

What instruments are necessary in the examination of the pharynx? 
Describe the method of examining the pharynx. 
Name the ordinary diseases to which tne pharynx is subject. 
Give the etiology and symptoms of acute pharyngitis. 
What might acute pharyngitis be mistaken for? 
Outline fully the treatment for acute pharyngitis. 
What is chronic pharyngitis? 
By what other names is it sometimes called? 
What is follicular pharyngitis and why is it called by this term? 
What is the etiology of chronic pharyngitis? 

Describe fully the symptoms botn of simple chronic pharyngitis and 
follicular pharyngitis. 
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How would you diagnose these forms of phaiyngitiH from other h 
lammatory conditions of the pliur 

Describe fully the treatment of 

What ia atrophic pharyngitis? 

How would you diagnose atrophic from chronic pliaryngitis? 

What are the etiology and symptomatology of atrophic pharyngitis? 

How would you treat acute cases of atrophic pharyngitis, and why? 

Describe the condition found in tuberculous pliaryngitis, and give 
the symptoms. 

What otlier conditions might be taken for and how would you dis- 
tinguish them? 

Describe fully the treatment of tuberculous pharyngitis. 

Wliat forms of syphilis are usually seen in the pharynx? 

Describe the appearance and diSerential diagnosis of syphilitic lUcer- 
ation of the pharynx. 

Outline a. method of treating these ulcerations. 

What do you mean by neuroaia of the pharynx? Define anmstliefiiu, 
parsesthesia. hypenesthesia. 

Wliat is a retropliaryngeal abscess? 

What i.s the diagnosis of a foreign liody in the pharynx, and, how 
would you treat it? 



CHAPTER IV. 



DISEASES OF THE FAUCIAL TONSIL. 

Anatomy .^The faucial tonsils are two in number, situated 
on eitiier side of the mouth between the anterior and posterior 
pillars of the pharynx. They are glandular in structure, 
composed of nodules held together by lymphoid tissue, and 
ci>vered with epithchum which dips into the tissue, leaving 
here and there small openings railed crypts which number 
from eight to fifteen in each tonsil. 

Each tonsil is freely supplied with bloodvessel.'S — branches 
from the dorsal artery of the tongue and also from the inferior 
and superior palatine arteries. 

The size of the tonsils varies in different people. They are 
usually larger in children (as all the lymph gland.s are) and 
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tend to atrophy in adult age, and in some old persons are 
completely obliterated. 

The physiologic function of the tonsils is still in much 
doubt. The normal tonsil is not visible to ordinary inspec- 
tion. As an organ of voice, it is of no particular consequence. 
Three-fourths of all the cervical adenitis in children is due to 
the absorption of some irritant through the tonsil. Some say 
the tonsils secrete certain liquids which act as a lubricant 
and in this way aid digestion. 

Dr. I^abbe thinks the tonsils take due active part in the 
formation of blood. 

Dr. Masini believes that the tonsils have an internal secre- 
tion. 

It is now clearly proved that they are lymphatic glands, 
that they absorb certain bacteria and that acute articular 
rheumatism is often due to absorption through the tonsil. 

The following are reasons why enlarged tonsils are un- 
healthful: 

They interfere with proper breathing. 

The patient is much more subject to catching cold and the 
general health is more or less impaired. 

There are certain nervous reflexes which are traceable to 
the irritation caused by enlarged tonsils. 

The mortality in diphtheria is much greater in children 
who have enlarged tonsils. 

Enlarged tonsils always tend to cause more or less catarrh 
of the upper respiratory tract. 

Nearly all large tonsils tend to atrophy as the patient 
reaches the age of eighteen or twenty but the constitution is 
exposed to so many dangers during that time that it is not 
wise to wait. 

The surgical method of treating them is so well under- 
stood that the danger of removal is much less than those to 
which the patients might be exposed by allowing the tonsils 
to remain. 
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AOITTE TONSILLITIS. 

Acute tonsillitis consists in an acute inflammation of the 
mucous membrane eovering the tonsil iuid also of the tonsillar 
tissue. 

Acute tonsillitis may be excited by exposure to cold and 
wet, to irritation of vapors, steam, sewer gas. Rheumatic 
and tuberculous diathesis predisfKxse to it. In a few cases 
it may be due to some form of infection. Tonsillitis is looked 
upon by some as an infectious disease, but there is still a 
certain amount of doubt. We often see one tonsil iDflamed 
and sore and in the course of a few days the inflammation bas 
spread to the other tonsil. There is no doubt that the same 
cause wiiich gives it to one child may give it to several, if 
they should be exposed to it. 

SjrmptoniB.— The patient has high fever, chills, headache, 
pain at the angle of the Jaw, inability to open the mouth wide, 
and great difficulty in swallowing. There is pain on pressure. 

On examination, one finds the tongue heavily coated, the ton- 
sils refl, swollen and congested. The anterior pillars are 
usually swollen and sometimes the uvula also. If the ciypfs 
are infected, one may see a collection of secretion which may 
form into a membrane, yellowish- white, somewhat resembling 
the exudate of diphtheria. The voice is thick and muffled, due 
to the relaxed condition of the vocal corrls. There is always 
inflammation in the nasopharynx which causes more or less 
middle ear symptoms. The inflammation at the early stages 
is of superficial character but later on it usually extends to the 
deeper structure of the tonsil. 

T^attnent. — // the patir-nt in seen early, the attack may be 
aborted by giving a hot foot-bath, Dover's powder, and put- 
ting him to bed in the hope of starting free perspiration. A 
saline cathartic should be given and cold compresses or ice 
applieil to the outside of the throat. If there should be very 
high temperature, drop-dasesof the tincture of aconite, given 
eveiy hour, is beneficial. Quinine is also given for the fever, 
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but it is objectionable on account of the effect on the ears. 
Salicylate of soda, in appropriate doses, given every two hours, 
has a good effect, especially if there be any evidence of rheu- 
matic diathesis. 

The sixth of a grain of morphia may be given and re- 
peated as required, and two drops of tincture veratrum 
viridis, given in a teaspoonful of water every hour for six or 
eight doses, will often act remarkably well in some acute cases. 
The following gargles are efficient: 

^- 
Sodium bicarbonate 

Sodium biborate 

Sodium salicylate && 5 !• 

Mix, and make a powder. 

S. — 3 i. in a half-glassful of hot water. Gargle every hour. 

The following formula is also advised : 

Tannic acid aa 3 i. 

Gallic acid 5 ii. 

Glycerine 
Mix, and make a solution. 
S. — i* in a half-glassful of hot water. Gargle every hour. 

If the attack is advanced when first seen, apply a little 
cocaine over each tonsil and with a small, sharp bistoury make 
two or three punctures into the tonsillar tissue to relieve the 
congestion and then have the patient use a hot gargle every 
half hour, such as — 

Codeia gr. IJ. 

Soda salicylate gr. x 100. 

Mix, and make a powder and divide into ten capsules. 
S. — One capsule every two hours. 

If the pain and swelling continue, one often brings great 
relief by using hot vapor inhalations — 
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^- 

Menthol S** ^* 

Benzoinol 5 ii. 

Oil of pine 3 i. 

Liquid albolene S ii. 

Mix, and make a solution. 

S. — One teaspoonful on boiling water. Inhale the steam 
every two hours. 

Oil of tar 3 ii. 

Alcohol 5 i. 

Mix, and make a solution. 

S. — 3 i. on boiling water. Inhale steam every two hours. 

Dr. H. J. Lipes says many cases of acute tonsillitis may be 
aborted by injecting into the gland a few minims of a one to 
four per cent, solution of carbolic acid. 

In some cases good results follow the application to each 
tonsil of guiacol or protargol ten per cent, and the use of — 

Liquor of ferric chloride 3 i. 

Glycerine 5 i. 

Mix, and make a solution. 

S. — 3 i. in a half-glassful of water. Gargle every hour. 



Sodabenzoate gr. x. 



Or,- 



Sodii salicylate gr. x. 

S. — One every three hours with a glass of lithia water. 

^- . . 

Anmioniated tincture of guaiac. 

S. — 3 i. in a glassful of hot milk every three or four hours. 

Guaiac in the form of lozenges, or chlorate of potash tablets, 
to dissolve in the mouth, have a certain beneficial effect. 

Peroxide of hydrogen used on a cotton swab or in an atom- 
izer and then washed off with alkaline solution, is spoken of 
highly by some. 
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The use of strong nitrate of silver over the tonsil does not 
seem to act well, Iwsides being unpleasant to the patient. It 
seems to sear the follicles and seal up the secretions, which will 
result in the tonsil swelling more and in some cases an abscess 
forming. 




H7PERTR0FHIED TONSILS. 

Hypertrophied or enlai^ed tonsils might be divided into 
two daBfles: the soft, boggy tonsil, which is the more frequent 
and seen in children, and the hard, firm, fibroustonsil of adults. 

The tonsillar hypertrophies of children are the more fre- 
quently seen. They are usually soft and spongy, very fre- 
quently associated with enlargement of the glandular tissue 
in the postnasal space and also at the base of the tongue. 
When they are all enlarged it is called the ring of Waldeyer or 
the lymphoid ring. 

In the hard tonsil, the glandular tissue is enlarged and 
hardened by the increased amount of connective tissue which 
is due to repeated attacks of acute inflammation. 

The amount of entailment varies in different cases. In 
some, there may be very little swelling and yet cause many 
symptoms. The crvots may be filled, or there may be marked 
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adhesion with the surrounding parts, especially with the 
anterior pillar. These anterior pillars in some cases are so 
adherent and spread over so much that they almost com- 
pletely hide the tonsil from view. 

In other cases we may find very large tonsils which appar- 
ently never cause any disturbance, and in some other cases 
we find one tonsil normal and the other one very much en- 
larged. 

The symptome caused by enlargefl tonsils as a rule are never 
very prominent. There is very little pain except during an 
acute inflammation. There may lie difficulty in swallowing 



and sometimes the food regurgitates through tlie nose. There 
may be earache due to indirect pressure on the ear. Usually 
difficulty in breathing is present. 
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There are often reflex nervous conditions due to enlarged 
tonsils. Some will object to cutting them out, saying that they 
Fro. 75. *'ll grow again or that one is interfering 

with nature; others that the removal has 
an injurious effect on the voice There 
are some cases on record where there is a 
recurrence after the tonsil has been re- 
moved, but these cases are by no means 
frequent. The effect on the voice is 
usually one of improvement. There is no 
doubt but that these enlarged growths 
and all the abnormal conditions surround- 
ing them have a more or less injurious 
effect on the voice. There are a few 
cases, in nervous, hysterical people, where 
the voice has been badly affected for a 
time, but the great majority of cases are 
I improved in every way by correcting any 
abnonnal condition of the tonsils. 

Treatment of Enlarged Tonsils is ChildretL 
— It is always best to reduce them by cut- 
ting them out, and it may be done by 
using either a Mackenzie's or a Math- 
ieu's tonsillotome. (Figs. 74 and 75.) 

There are some improvements on the 
Mathieu's which are very good. In the 
new instruments the forks are not barbed ; 
and, again, it is made with a fewer num- 
ber of pieces, making it more easily 
cleansed. Both these tonsillotomes are 
made in three sizes to fit all cases, and 
when one is doing exclusive nose and 
throat work it is well to have all three; 
iflthieu'fl tonsillotome; but for ordinary practitioners the med- 

nmde m three «iie». j^j^ ^j^ ^j[[ ^^swer all pUrpOSCS. 

Enlarged toi 1 be removed as soon as they he^n 
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to give any trouble. They occur much sooner in some 
children than in others, but as soon as they are noticed and are 
believed to be interfering in any way with the general health 
of the child, they should be removed. It is not wise to operate 
on an acutely inflamed tonsil, one is apt to have more hemor- 
rhage at that time and also more pain, but we should not hesi- 
tate even then, if there is any danger of asphyxiation from the 
great amount of swelling in the tonsils. 

The question of an anaesthetic will have to be regulated by 
each case. They can usually be seen better and removed 
more easily when the child sits or is held in an upright position 
and in a giiod light. The operation is a shock to the average 
child, especially when they see the bleeding, and it will require 
considerable persuasion to have the second one taken out. 
For that reason it is preferable to give an ana-sthetic in the 
majority of cases. One can take more time, remove them 
more carefully and the child is less frightened, which is of con- 
siderable importance, especially if the operator happens to be 
the family physician. 

In removing tonsils from children, apply a little cocaine over 
the tonsil, and see that the anterior pilhiris not adherent to the 



tonsil; if so, it must first be loosened and pushed hack. Have 
the child in the same position as for removing adenoids, put 
the tonsillotonie in flat until it reaches the tonsil, then turn and 
place it over the tonsil, at the same time using the finger as a 
gui<le to fit it over the growth. The instrument is now over 
the tonsil; it must be held parallel with the anterior and 
[Misterior pillars and, before ciitting,it may be necessary to 
make pressure on the outsiile of the tonsil in order to steady 
it and make the cutting more ea.sy, but as a rule the chihi gags 
a good deal as soon as the instrument is in position luid this 
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act will force the tonsil into the instrument without any pres- 
sure I>eing required on the outside. Wait a few minutes and 
remove the other m the game manner. Bleeding is usually 

alight and stops in a short time. If 
"^ the hemorrhage is severe, control it 

b\ one of the following methods: 

1. By sucking pieces of ice and 
by placing a cold compress on the 
outside of the neck, 

2. By applying adrenalin on a 
cotton applicator to the bleeding 
surface. 

3. By employing the following 
styptic : 

Tannic acid .... gr. xx. 

Gallic acid er. xxx. 

Glycerine Si. 

Mix, and make a Molution. 

S. — ^Apply to the bleeding surface. 

4. By pressing a cotton pad over 
the tonsil with the finger of one 
hand, making firm counter pres- 
sure on the outside of the neck. 

5. Pressure may be made with a 
pair of long forceps or a spedal 
clamp, as shown in Fig. 77. 

6. By tying a purse of string su- 
ture around the stump. 

When an anjesthetic is given, 
exactly the same care is required, 
only the patient is lying on the 
table, and, the light not being so 
good, one will have to depend 
more fo guiding the tonsillotome with the index finger. la 
this case the >ea not gag, and it will often be neces- 
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sary to make firm, steady pressure on the oiifsitie in order to 
secnre a good hold of the ton.sil. 

Treatment of Enlarged Tonsils in Adults. — The tonsils of 
adults are usually foundin one of two pathologic conditions — 
the hard, firm, tlense tonsil, having a much increased con- 
nective tissue, and the other a soft, boggy tonsil. 

In some cases one will finfl chronic follicular tonsillitis in 
which the crypts are filled with a cheesy secretion called 
leptothrix. In many cases the anterior pillar covers, and is 
firmly a^lherent to, the tonsil, so that on examination very little 
of the tonsil may be seen on account of it being so tied down 
to all the surroun{ling tissue. These patients complain of the 
usual symptoms of enlarged tonsils but very often their chief 
trouble is the repeated attacks of quinsy to which they are 
exposed — and very often the first time the enlarged tonsils are 
brought to the notice of the surgeon is during some attack of 
acute tonsillitis or a peritonsillar abscess (quinsy). In these 
cases wait until the acute attack has subsided, then remove or 



destroy the tonsils in some way, either by the use of the ton- 
sillotome, the electric tonsil-snare, cold wire-snare, or the 
electric cautery. (Figs. 78, 79, SO and 81). 

In all adults, in using the tonsillotome, the dangers of 
hemorrhage must be taken into account. Several cases are 
on record of alarming hemorrhages occurring from two hours 
to three or four days after the operation. 

In using the tonsillotome in adults, it is .safer to use thera 
only on those large, soft tonsils and then not cutting too deeply 
nor with too sharp an instrument. Crushing it slowly off is 
best. la some coses where it may be nece^saiy to use the 
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tonsillotome, it is well before doing so to make a few punctures 
with the galvano-cautery into the tissue of the tonsil, in this 
way one may destroy the bloodvessels and remove danger of 
bleeding. 

Some prefer the cold wire-snare for these cases. It is a slow 
method and requires a very strong instrument. 

Fio. 79. 




Fine cautery point. 

The hot wire-snare may be used in the same way. It has 
the advantage of doing the work quicker with a very slight 
amount of danger of bleeding. They both have the disad- 
vantage of being difficult to properly fit over the tonsil. The 
author prefers to use the ordinary cautery point, burning a 
deep groove down the centre of the tonsil, beginning at the top 
and extending to the lowest part. It requires a strong heat, for 
the moisture of the tonsil quickly cools the small cautery point. 

Fio. 80. 




Cautery handle. 

One tonsil may be destroyed at a sitting. The reaction as 
a rule is not p ^^ three or four days make an application 

of silver nitr uterized surface, and in the meantime 
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the patient should use some antiseptic gargle frequently for a 
few days. 
The other tonsil may be destroyed, if necessary, in a week. 
In some cases of sunken or submerged tonsils, when the 
tonsil is large but has a Bat appearance on account of being so 
adherent to the surrounding tissue, one may get good re- 
sults by using the tonsil-punch to nip or cut away small pieces 
of the tonsil and in this way gradually remove the greater part 
of it. 

Flo. 81. In all these 

.operations the 
F operator must 
be careful not 
to wound the 
anterior pil- 
lars if possi- 
ble, as they 
are very apt 
to bleed freely 
as well as be- 
come painful. 
When the an- 
terior pillars 
are very large 
the author 
sometimes re- 
.... ^^.. c .>,u... „........, duces the size 

of them with the electric cautery, burning them from behind 
so that in swallowing the food does not pass over a wounded 
surface. 

LEPTOTHRIZ TONSILS. 

Tonsils, whether enlarged or not, but that they have the 
crypts filled with leplolhrix or a cheesy deposit of any kind, 
are often very troublesome to heal. They are a constant 
source of irritation — and are nearly always in a state of 




158 DISEASES OF THE FAUCI AL TONSIL 

subacute or chronic inflammation. They interfere with the 
general health, causing foul breath. The only treatment 
that answers well for this form is to destroy each crypt with 
the electric cautery, placing the cautery point down to the 
bottom of each crypt and turning on the current. This com- 
pletely sears over and destroys the tonsil. The application of 
iodine, silver and carbolic acid has very little influence on 
this condition of the tonsil and will not cure it. 

ENLARGED TONSILS WITH ATROPHIC PHARTNGITIS. 

There is one form of enlarged tonsil in which it is question- 
able if the removal is indicated; that is, where one finds a dry 
atrophic condition of the pharynx and a moderately enlarged 
tonsil. In these cases it acts more or less as an irritant and 
has a tendency to stimulate the secretions and in this way help 
to moisten the pharynx. And if removed or destroyed the 
pharynx may become even more dry. 

The after-treatment in all forms of enlarged tonsil is simply to 
use some astringent gargle daily — and for the first few days it 
is better not to drink anything very hot and eat only soft food. 

PERITONSILLAR ABSCESS. 

Sjoionyms. — Acute phlegmonous tonsillitis; circumton- 
sillar abscess; quinsy; quinsy sorethroat. 

Definition. — Quinsy is an acute inflammation resulting in 
the formation of pus in the tissues surrounding the fauceal 
tonsils, sometimes involving the gland tissue itself but fre- 
quently confined only to the surrounding tissue. 

Abscess of the tonsil is rather rare but sometimes, when 
there is considerable pus, it breaks through and involves the 
tonsil. 

The direct cause of the suppuration is due to infection of 
some form either from within or without the body. Exposure 
to cold is an exciting cause by bringing on an acute attack of 
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tonsillitis which ends in a pentniisillar abscess. Chronically 
enlarged and diseased, tonsils are great predisposing causes 
and are noticed in nearly every case of repeated attacks of 
quinsy. Bosworth and I^nox Browne are firm believers in its 
rheumatic origin and it is very often noticed that tlie quinsy 
abscess is associated with an acute attack of rheumatism. 

Symptoms. — -The patient is usually seen the second or third 
day of an attack. There is great pain and difficulty of open- 
ing the mouth, the voice is thick ami husky, tongue heavily 
coated and usually there is profuse flow of saliva. The tem- 
perature is not very high. The patient may complain of pain 
in the ear. As the formation of pus increases, all these symp- 
toms become more prominent. 

On examination, one finds the tonsil about normal in size, in 
the very early stages, hirt it does not occupy iW normal 
position. It may be pushed inward almost to the uvula; on 
the outerside or back of the tonsil there is a swelling, the 
anterior pillar is ten.se and bulging and all around the tonsil, 
the tissues seem to be misplaced. It might be mistaken for 
diphtheria, malignant disease or syphilis, but a careful stuily 
should exclude these. In malignant disease there is usually 
considerable ulceration which is not observed in quinsy. 

In syphilis the symptoms are seldom acute and there are 
usually other symptoms of syphilis. The greatest difficulty 
would be in diphtheria. 

There are no enlai^ed glands, no albumin in the urine and, 
if still in doubt, make a microscopic examination. When the 
abscess ha.s formed it may take .several directions and if left lo 
itself will rupture in one of the follovring ways: 

The most usual course Is forward through the anterior 
pillar of the fauces. It may extend backward and open 
through the posterior pillar, or forward below the tonsil. 

Kaatment. — In the very early stages^ one may l)e able to 
aliort an attack of quinsy in the same manner as an attack of 
acute simple tonsillitis. One of the best applications for this 
purpose Is: 
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Sodium bicarb 

Sodium biborate 

Sodium ealicylat* a& 3 i- 

Mix, and make a powder. 

S. — One teaspoonful in a class of hot water, and gargle 

every hour, using the whole glasafu] each time. 

And at the same time g^ve sodium salicylate in ten-grain 
doses every two hours until the physiological effects are 
noticed. 

Several cases are on record in which thyroid extract, given 
in five^rain doses every four hours for twenty-four hours at 
the beginning of an acute case, aborted the attack. 

These methods may sometimes cut short an attack, but as 
a rule the patients present themselves too late for any short- 
ening of the process. 

When the diognoais is undecided as to whether pus is already 
formed, always make an exploratory incision. First use a five 
or ten per cent, solution of cocaine freely over the tonsil — 
then with a small knife make an incision. Remember that 
the abscess is not in the tonsil, consequently do not make the 
incision through the tonsil but through the anterior pillar 
into the tissue on the outside of the tonsil. 




The ordinary guide for opening quinsy abscess is the 
centre of a line drawn from the base of the uvula to the la.st 
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lower molar tooth — at the same time to open it as near the 
most bulging point as possible. 




If one is not sure that pus has already forme, make a small 
opening, then with a probe make further examination all 
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around the tonsil and one is almost certain to find pus. In 
fact there is seldom or never a quinsy without pus, because 
the name itself indicates the formation of abscess, and al- 
though it is often diflScult to exactly locate the pus, it is almost 
certain to be there. When once it is found, the original open- 
ing may be made larger by stretching it with a pair of scissors 
or forceps — and if necessary, the knife may be used to make 
it larger, cutting in the direction of the original guide line 
and extending it if necessary almost to the base of the uvula. 
The pus flows out very freely and it is seldom necessary to 
curette the cavity but it may be cleansed with peroxide of 
hydrogen, using a small pointed syringe. 

It is always well to make a free opening, otherwise the 
incision will close and pus reform and it will have to be 
opened again. The patient is instructed to use hot gargles 
such as borolyptol or boroformalin, five or six times daily, for 
three or four days. After the evacuation of pus the swelling 
goes down quickly and the patient feels perfectly well in a 
very few days. 

Treatment After Recovery. — It is always well after an 
attack of cjuinsy to treat the tonsils by reducing them in size 
by cutting them out, or burning them with the electric cautery, 
breaking up any adhesions between the pillar and the tonsil 
and getting the throat generally into a better condition. In 
this way one is almost certain to prevent future attacks. 

QUESTIONS. 

What are the faucial tonsils? 
What are their physiological functions? 
Why are enlarged tonsils unhealthful? 
Classify enlarged or diseased tonsils. 

What is acute tonsillitis? and give the cause and symptoms. 
How would you diagnose a case of acute tonsillitis? 
How would you treat a case of acute tonsillitis? 
What is follicular tonsillitis? 

How would you treat enlarged tonsils in children? and give your 
reasons. 

What form of enlarged tonsils are usually seen in adults? 
How would you treat enlarged tonsils in adults? 
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What effect on the general condition and especially the voice, has the 
removal of enlarged tonsils? 

What would be the results if they were not removed? 

Explain fully what you would do in.a case of bleeding from the tonsils 
after operation. 

What is quinsy or peritonsillar abscess? 

Describe the symptoms and the appearance of the throat in quinsy. 

How would you diagnose quinsy from acute tonsillitis? 

Describe fully the treatment and the subsequent treatment of peri- 
tonsillar abscess. 



CHAPTER V. 
DISEASES OF THE UVULA.- 



Classification. — Elongated uvula, bifid uvula, acute inflam- 
mation of the uvula, oedema of the uvula, acute inflammation 
and oedema of the uvula. 

ACUTE INFLAMBfATION OF THE UVULA. 

Acute inflammation and oedema of the uvula may be classed 
and described as one disease-process. 

Symptoms. — ^The uvula is red, congested, swollen and, on 
examination, it is almost club-shaped, apparently filled with 
fluid. The pharynx is usually inflamed and the patient com- 
plains of a feeling of irritation, coughing, and a desire to 
swallow and clear the throat. 

Treatment. — If there is not much oedema, make a thorough 
application of nitrate of silver on the uvula and repeat it next 
day. If the oedema is extreme, take a small bistoury or needle 
or sharp scissors and make two or three punctures into the 
uvula at the most dependant part. This will let the serum 
out, and then make an application of silver nitrate, repeat the 
silver application the next day and have the patient use an 
astringent at home every hour for twelve to twenty-four hours 
such as — 
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Alum pulvis 

Borax pulvis 

Potassium chlorate 9a. 5ss. 

Mix, and make a powder. 

S. — 3i in a half glassful of water to gargle every hour. 

Acidi tannici 3 i. 

Glycerine 5 i. 

Mix, and make a solution. 

S. — 3i in a half glassful of water, to gargle every two 
hours. 



Spray the throat with the following: 

Alumnol 3 ii. 

Borolyptol 3 n. 

Aqua 5 ii. 

Mix, and make a solution. 

S. — Use in atomizer every hour. 



ELONGATED UVULA. 

S3rinptoms. — ^The uvula is long, and lies on or hangs in con- 
tact with, the tongue, causing a constant desire to cough and 
clear the throat, more especially at night or when the patient 
lies down. Spasm of the glottis and attacks of asthma are 
sometimes caused by elongated uvula. It has an injurious 
effect on the voice and to public speakers and singers it is a 
source of great annoyance. 

Treatment. — ^The treatment of elongated uvula is usually 
surgical. Astringent applications of silver nitrate, alum and 
such like fail to shrink it permanently and part of it must be 
cut off. This may be done in two ways: — 

The first method is with curved scissors specially made 
for this purpose; or an ordinary pair of straight scissors might 
be used. (Fig. 85). 

Apply a little cocaine to the surface, then, with a pair of 
forceps, seize the tip of the uvula and pull it gently forward. 
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While it is being held in this position the lower third or 
half is out off with the scissors held in the other hand. 
In this way the part is re- 
moved anfl the cut surface 
faces backward so that the 
food in passing downward 
does not come into contact 
with the wounded surface. 
The bleeding seldom amounts 
to much. The wound after 
this operation is often quite 
painful, especially if the cut 
surface is not well placed. 
And it is well to tell the pa- 
tient that for a few days the 
pain will be considerable. 

The second method used 
is to seize the uvula with 
forceps and with a sharp- 
pointed bistoury make an in- 
cision through and down to 
the lower extremity of the 
uvula;t then cut theotherside 
in the same way. This leaves 
a reversed V-shaped opening. 
The idea now is to bring 
the two cut edges together 
with a V-shaped fine needle 
and suture. Put in two or 
three sutures according to 
anjouB uviiio wiaBors. the size of the part removed. 

This operation gives good re-sults in the large, thick uvula. 
QUESTIONS. 
Wliat ia the uvula? To what diBeases is it subjeet? 
How would you treitt a case of acute inflammation of the uvula? 
Describe the uutrumenta and the metliuii Qf treating elongated uvula. 
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CHAPTER VI. 

DISEASES OF THE LARYNX. 

Anatomy. — The larynx is compoHet! of certain cartilage? 
bound together by ligaments and forming d, box-like cavity, 
sometimes called the voice-box. 




is. BS—Kyoid bane and the iBrynitin! cartilages (Ellis).; G, body of the . ._ 
bone; H, lar^e cornu; J, amall cximu; A,epi£lottiH; U, tfayniiil curtilage; C. 
Bryleooid cis tilBcs; D, oriooid cu-IiUeo; IE, upper comu, F, lower cnrnu of the 
thyroid r.BrtilaBe. 
Fig. 80— Vucal apparatuB, on a vertioal aectiuti of the l&ryiDC (Ellis).: A, ventli- 
' the larynx; B. vocal cord: C. ventricular band; D, sacoulus laryngie; E. 
•rytentiid qsrtiluBe; F, iriooii! cartflaee; G , thyroid cartilage; H , epiglottis; K, 
^ ' -thy roid ligament; L, thyrohyoid membraae. 
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There are nine cartilages in all, the largest being the 
thyroid, the cricoid or ring cartilage, and the epiglottis whicii 
is the lid of the valve which closes the glottis and prevents 
food from entering the larynx. 

The other six cartilages are smaller and are arranged in 
pairs, the aiytenoid, the cartilages of Santorini, and the carti- 
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lages of Wrisbei^. The cricoid is the base or foundation of 
the larynx and is attached to the first ring of the trachea and 
articulates above with the thyroid. It is thicker posteriorly 
and has attac'he<i to it the cartilages of Santorini and Wris- 
beiK- (Figs. 85 and Sfi). 

The thyroid consists of two wings united in front at an 
angle forming the Adam's apple. Each wing is somewhat 
square inshapeandextendingfromitsposteriorborderare the 
superior and inferior oornua, one being attached to the hyoid 
bone and the other to the cricoid cartilage. (Figs. 87 and 88). 

The cricoid and thyroid cartilages are united by the crico- 
thyroid membrane and the thyroi<l is also connected to the 
hyoid bone by the thyrohyoid membrane. The epiglottis 
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letydraiTD apart, and 
s during quiet breath- 
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Fig^ 90— Laryngoflcopic 
the poaitian of thsvai 
ing (Mackeniie). gt. 
OT arch of epiglottis; 
at, aryepiglottii: fold; 

vocalia; cr. cricoid car 

varies much in shape and size, and is joined to the base of the 
tongue by three bands called the glossoepiglottidean folds. 

The tnie vocal cords extend from the arytenoid cartilages 
to the angle of the thyroid cartilages and are formed by the 
lateral portions of the cricothyroid membrane. 

The ventrical bands or false vocal cords are situated above 
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the true cords and are formed by the thjroaiytenoid liga- 
ments. (Figs. 89 and 90). 

The ventricles of Morgagni are two pockets situated in 
the side walls of the larynx between the true and the false 
vocal cords. The muscleB controlling the movement of the 
larynx are divided into two groups, extrinsic and intrinsic. 
The extrinsic are the sterm thyroid, the thyrohyoid, the styloiio- 
phaiyngeus, and the inferior constrictor of the pharynx. 

The intrinsic are the cricothyroid, the posterioi and lateral, 
cricoaiytenoid and the thyroarytenoid. 

The nerve supply of the !ar}'nx is from the superior and 
inferior laryngeal nerves. The superior has two branches, 
the external and internal, distributing !>oth sensor)' and 
motor fibres to the external and internal parts of the larj-nx. 

The inferior or recurrent laryngeal is the motor nerve of 
the larynx. The blood supply of the larynx is from the 
superior and inferior thyroid and some branches from the 
lingual. The cavity of the laiynx is lined with raucous mem- 
brane—which contains a few elastic fibres and many glands 
wliieh supply a certain amount of secretion for lubricating 
the vocal cords. 

Methods of Examination ot the Larynx. — Larvngoscopy is 
the act of examining the hirynx, and the only additional 
instruments necessary are laryngeal mirrors. These vary in 
.size and it is always well to use as large as will fit in the fauces 
nicely and at the same time give a complete view. In chil- 
dren, one would require a small one and in some adults with a 
small pharynx or with large tonsils it would also be necessary 
to use a small one. 

The patient sits in the same position and light as for ex- 
amining the nose or pharynx^ — he is told to open the mouth 
and hreatiie (|uietly. Place a napkin over the thumb and 
finger of the right hand, catch hold of the point of Ihe tongue 
and make gentle traction. As a nile it is lietter for the 
examiner to hold the tongue himself as he can control the 
movements of the head better, but if necessaiy, the patient 
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can hold his own tongue with the thumb and index finger. 
Next select the proper size mirror, warm it gently by holding 
over gas jet or placing it in warm water. The introduction of 
the mirror is sometimes difficult, the patient may gag easily 
or he may be holding the mouth open in a very tense way, and 
it is sometimes wise to apply a little cocaine around the soft 




palate and have him say A and take a long breath before 
using the mirror, for if he has gagged a few times before you 
get a view of the laiynx, the effort he has made is sure to 
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cause some congestion of the larynx and change the color 
somewhat. 
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as it .sometimes will, it may be necessaiy to place a tongue- 
depressor on it. 

Place the warm mirror against the uvula and as the patient 
nays Ah, gently push it up and backward. He then takes an 
ea.sy breath and repeats the Ah which will give you a view 
of the larynx closed and opened (Fig, 92). 

In examining the larynx, look first at the shape, size and 
color of the epiglottis which will appear as a reddish yellow 
arch in the upper part of the mirror. Always look for ulcera- 
tions or ero.sions. 

Next in view are the arytenoid cartilages composed of 
the two nodules or cartilages of Wrisberg and Santorinini, 
between the two arytenoids is the interaiytenbid space or 
commissure. 





Fio. BS. 



Tlxr ixvilion tkf (lie vocal cuvAi ituriike deep bTcathing, 

Examine these cnrtihtges for enlargement, congesdon, 
nWration. or for thickening in the commissure. Notice if 
lx)th ittAtenoids i-ome together pn>perly or whether one moves 
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more freely than the other. Now look beyond the cartilages 
and one comes to the vocal cord (Figa. 93, 94 and 95). 

They are grayish white, sometimes almost pearyl white and 
Figs. 93, 94 and 95 show their normal position. Although 
there may be differences in the color, any variation of position 
or movement is abnormal and interferes with the proper 
functions of the parts. 

Above the true cords are the false cords also called ventri- 
cular bands. They are of muscular tissue, red and sometimes 
so large and prominent as almost to cover and hide from 
view the line cords. 

The space between the false and true cords is sometimes 
called the interventricular space. It is a small pouch or 
pocket into which foreign Iwxiies sometimes find their way. 
In deep breathing, Fig. 95,the cords are farapartand by hold- 
ing the mirror at different angles one may be able to see well 
down the larynx — even as far as the trachea and In some 
rare cases the bifurcation of the trachea may be seen. 

Fig. 94 shows the larj'nx in the act of phonation, the 
cords are close together and tense, and the narrow space 
between them is called the glottis, rima glottidis or chink of 
the glottis. 

Difficulttes of LaiTiigoscopy. — The patient is very nervous, 
is straining and trj'ing hard to help the doctor. In this way 
the muscles of the neck are rigid and it is extremely hard to 
get a view. Quiet and encourage the patient, tell him to 
breathe easily, to make no eifort and have the muscles as 
relaxed as possible. 

In other cases one will have a very unruly tongiie that is 
difficult to keep down. Overcome this factor by using a 
tongue-depressor and making gentle pressure as the patient 
says A. Many of one's patients, when told to say A, will 
make a throaty sound like All. When they do, tell them to 
say E or A in a higherpitch, like singing, and after they have 
said it alternate this act with the taking of a long, gentle 
breath. 
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In patients who are suflFering a great deal it is not well to 
make the examination too long, and, even in some nervous 
eases, where the examination has not been satisfactoiy, it is 
well not to continue too long the first time but do it in a very 
gentle manner. Encourage the patient by gentleness. On 
the following day one may be able to continue the examina- 
tion in a much more satisfactorj' manner. 

CLA8SIFIGATI0N OF THE DISEASES OF THE LARYNX. 

The diseases commonly found in the larynx are: — 

Acute laryngitis. 
Chronic laryngitis. 
Syphilitic laryngitis. 
Tuberculous laryngitis. 
Paralysis of the vocal cords. 
New growths of the vocal cords. 
Foreign bodies in the larynx. 

ACUTE LARYNGITIS. 

Synon3rins. — Acute catarrh of the larynx; catarrhal laryn- 
gitis; false croup. 

Definition. — Acute laiyngitis Is an acute inflammation of 
the niuctous membrane. It is usually of superficial character 
but sometimes extends to the deep tissues and the muscles. 

Acute laryngitis is usually caused by exposure to cold and 
wet, sudden changes from a warm, badly ventilated room to 
a cold, damp atmosphere, especially if the person is perspiring 
freely or is poorly clad. Long or excessive use of the voice, 
shouting in the open air or straining the parts by violent 
coughing. Intemperate use of alcohol and tobacco, un- 
healthful hygienic surroundings, living in badly ventilated 
rooms, and unhealthy conditions of the digestive organs in- 
directly cause tlic inflammation. Acute laryngitis is often a 
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complication of one of the acute fevers, measles, scarlet fever 
and smallpox. 

Symptoms. — There is a feeling of dryness in the larynx, 
this is followed by a tickhng sensation which causes a cough 
which only irritates the membrane. The cough is dry and 
hard and in children is often quite severe. As the diaea.se 
progresses there is considerable pain and some fever. The 
voice becomes husky and of a deep quality — very feeble and 
sometimes there may be a complete loss of voice lasting for 
twenty-four to forty-eight hours. 

Acute laryngitis in children often produces serious general 
disturbance, the tongue is heavily coated, pulse is full and 
bounding, and considerable difficulty in respiration. These 
symptoms are usually more marked at night and may be so 
severe as to waken the child with a sucklen fright, almost 
strangulation. There may be some hemorrhage from the 
inflamed mucous membrane, several such cases have been 
reported as acute hemorrhage from the larynx. 

On examioation, the mucous membrane of the larynx is red, 
congested and considerably swollen in some places. The 
false vocal cords or ventricular bands are usually much 
swollen and during phonation may completely cover the true 
cords. There may be slight ulcerations in different parts of 
the mucous membrane. The epiglottb is usually inflamed 
and somewhat swollen. 

Diagnosis. — The diagnosis is usually easily made in adults 
from the symptoms and general appearance but in young 
children, when it is difficult togelaview, it might lie mistaken 
for diphtheria or true croup. When any doubt exists, a 
microscopical examination should be made. In diphtheria 
the false membrane may i>e usually seen in the pharynx and 
all the symptoms are more profound. 

The treatment depends much on the condition of the 
patient and whether he is a child or adult. The onlinary 
simple laiyngitis in adults is not serious and will often get 
wdl in a few days with little or no treatment. The serious- 
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ness always depends on the precise location of the inflamma- 
tion and its tendency to oxlema with consequent interference 
with respiration. 

The disease is always more serious in children and requires 
prompt attention. If seen early it is always well to lessen the 
IfK'al congestion by gi\'ing an active cathartic; calomel fol- 
lowed I>v a saline, a hot mustanl l>ath and a hot lemonade 
with Dover's powder to encourage diaphoresis. Keep the 
patient in a warm room and in l)e<l if possible. Xo irritating 
fcxxl, no smoking, and as little use of the voice as possible. 
Cold ccjmpresses should l)e applied to the neck, changing 
them often, while the rocjm is kept siitu rated with some steam 
medication, such as com|X)und tincture of l^enzoin, oil of tar, 
or carlx>lic acid. Cold drinks, ice cream, cracked ice, are at 
times verj' grateful. 

Strong applications of any kind to the larvnx are not in- 
dicated, in fact do more harm than good. One or two doses 
of morphia coml>ined with a little atrophia often lessen the 
pain and cut short the attacks. Potassium bromide in doses 
to suit the patient's condition acts splendidly. 

Hot inhalations are very useful. 

I}. 

Monthol gr. X. 

Oil of pine o i. 

Tinctiin? of l)enzoin 5 i. 

Lirjuid albolcno 5 ii- 

Mix, and mak(? a solution. 

S. — ?) i. in boiling water. Inliale with a cone placed over 

the dish; or use in a benzoina inhaler five minutes 

every half-hour. 



The same prescription may be used at home with a globe 
nebulizer every hour. 

Ill some cases good results follow a spray into the laiynx 
with a downward tip, first of a mild cocaine one or two per 
cent., then of an ustringent like — 
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I*. 
Alumnol gr. x. 

Aqua 5 i. 

Mix, and make a solution. 

S. — Use in atomizer two or three times a day. 

Follow this in a few minutes by an oil spray. This may 
be done once or twice daily. Use also for ten or fifteen 
minutes each day an inhalation of one of the following: 

Menthol gr. vi. 

Camphor ST*.^' 

Oil of pine 3 i; 

Liquid albolene up to 5 ii« 

Mix, and make a solution. 

S. — 5 i. in Oi. of boiling water. Inhale steam. 

Tincture of benzoin 

Oil of tar aa 3 i. 

Liquid albolene up to 5 i. 

Mix, and make a solution. 

S. — 5 i. in O i. of boiling water. Inhale steam. 

The cough should be controlled with small doses of codeine 
or heroine. If there is rheumatic tendency, salicylate of soda 
given every two hours until the physiologic action of the drug 
is apparent, then give smaller doses at longer intervals until 
complete recovery takes place. Five to ten grains of salicin, 
given every two hours, has often given prompt relief. The 
insufflation of powders into the larynx acts as an irritant and 
increases the cough. Gargling is of little use unless there is 
also pharyngitis. The gargle does not reach the mucous 
membrane of the larynx but indirectly it serves to clear away 
the mucus and in this manner has a good effect on the mem- 
brane below. When there is oedema, either of the glottis or 
larynx, prompt surgical treatment is necessary. 

The oedema is due to watery infiltration of the tissues but 
not to vascular infiltration, one or two punctures or scarifi- 
cations over the most swollen part will therefore often relieve 

12 
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the swelling. After the scarifying, make a few astringent 
appUcations such as alumnol, nitrate of silver or liquor fern. 
If the oedema does not then yield and the danger of suffoca- 
tion is increasing, it may be necessary to perform tracheot- 
omy. In some cases intubation may relieve but the sweUing 
may be so great as to prevent the introduction of the tube. 

CHRONIC LARTNGITIS. 

Definition. — Chronic laryngitis is a chronic catarrhal in- 
flammation of the mucous membrane of the larynx. 

Etiology. — Chronic laryngitis is often a sequel of acute 
attacks. Using the voice in a faulty manner, especially in 
some singers and public speakers. 

The abuse of alcohol and tobacco, exposure to irritating 
vapors or dust. Many of the cases are indirectly caused by 
some nasal obstruction which causes mouth-breathing and 
thus the air which passes through the larynx is often not of 
the proper temperature or moisture. It may also be a late 
stage of chronic pharyngitis, the inflammation extending to 
the larynx. 

Certain constitutional conditions such as rheumatism, 
gout, and syphilis have more or less effect and must not be 
forgotten. 

Any condition which might act as a constant irritant to the 
throat. Enlarged faucial tonsils and elongated uvula will 
often act as predisposing causes. 

Symptoms. — The symptoms may be slight and variable 
according to the severity of the case. The voice is chronically 
hoarse and often it is completely gone for a time. This would 
be noticed more in singers or public speakers. There is a 
constant feeling of tightness about the throat, there may be 
some cough. The secretions are scanty, grayish white and 
often quite tenacious. This is more noticeable after a night's 
rest; the larynx seems to be filled with this tenacious secretion 
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which causes considerable cough and effort in the morning to 
get rid of it. 

On inspection one finds the mucous membrane more or less 
congested with stringy, tenacious mucus attached to it in 
places. The vocal cords are more or less red, granular in 
appearance, and do not move as freely as they should. Some- 
times the false cords are swollen so as to almost meet during 
phonation. One may find small ulcerations or erosions of 
the interarytenoid space or there may be considerable swell- 
ing of this space and in this manner prevent the proper 
action of the arytenoid cartilage and cause almost total loss 
of voice. 

Diagnosis. — ^The diagnosis is as a rule not difficult and the 
chief thing that brings the patient for treatment is the husk- 
iness of the voice or loss of the voice that has been bothering 
him for some time. 

Simple chronic laryngitis should be differentially diag- 
nosed from oedema of the larynx, tuberculous or specific 
ulcerations, paralysis of a vocal cord or some form of new 
growth. This is usually very simple from the general history 
of the case and the appearance with the laryngeal mirror. 
Each of these forms of disease will be descril>ed under its 
own heading and it will not be necessary to go minutely into 
the differential diagnosis. 

The prognosis will always depend on the length of time the 
inflammation has lasted. The longer the time, the more slow 
the recovery will be, and in many cases it will lye impossible 
to restore the voice to its original quality. 

The treatment depends much on the cause. Correct any 
faulty method of singing or speaking, excessive smoking or 
dissipation of any kind. Remove the patient from irritating 
vapors or dust for a time. Bring the general health into as 
good condition as possible by favorable surroundings and 
tonics if necessary. Relieve any nasal or pharyngeal dis(;ases, 
and this is very important for the laryngeal conditions can 
not be relieved as long as there is any disease in the nose or 
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pharynx. Before making local applications the mucous mem- 
brane should be cleansed by some mild antiseptic spray, using 
a down-tip atomizer — then some astringent application such 
as chloride of zinc, ten to thirty grains to the ounce of water, or 
silver nitrate, ten grains to the ounce and upward. The 
application of silver nitrate solution to the larynx must always 
be done very carefully or it may set up a violent spasm of the 
larynx. Tt is wiser in nearly every application to the larynx 
to first spray it with a one or two per cent, cocaine solution 
and then wait five or ten minutes before making the stronger 
application. In making the application to the larynx, the 
patient pulls out the tongue with his left hand. The operator 
holds his mirror in the left hand and the applicator with the 
right. The applicator must be bent nearly at right angles 
and the short part must be from two to three inches long — 
otherwise it will be too short to reach the ordinary adult 
larynx. The cotton must be on securely and saturated with 
whatever solution one wishes to use but not too much so, lest 
some of it might be squeezed off and irritate the larynx. Now 
with the patient in position and breathing quietly, pass the 
applicator in till you come to the epiglottis, then over be- 
hind it, next raise the handle of the applicator and pass the 
cotton swab into the larynx. The mirror may now be taken 
out and the patient may close the lips if he likes. Have him 
breathe quietly all the time and remove the applicator while 
he is inhaling, then direct the patient to sit up straight, close 
the lips, and breathe through the nose. In this way one may 
often avoid any spasm of the larynx. 

Do not let the patient talk for a half hour after making any 
application. Repeat the treatment in two or three days. 
The following are valuable astringent applications: 

Silver nitrate twenty to sixty grains to the ounce of water. 
S. — Apply on an applicator. 
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Antipyrin 

Zinc sulphate aa 5 i* 

Water of hamamelis 

Distilled water to 5 ii- 

Mix, and make a solution. 
S. — Apply with an applicator. 

Follow each application with an oil spray. 

1^ 

Camphor gr. v. 

Chloroform tij v. 

Liquid albolene 5 ii- 

Mix, and make a solution. 
S. — Spray down the throat. 

At home the patient may use — 

Alumnol gr. xx. 

Borolyptol 3 vi. 

Water up to 5 ii. 

Mix, and make a solution. 

S. — Spray down the throat three or four times a day. 

The nebulizer or inhaler is especially of value in some of 
these cases. 

Iodine gr. x. 

Potassium iodid gr. xv. 

Carbolic acid tij x. 

Liquid albolene 5 ii- 

Mix, and make a solution. 

S. — Use with compressed air once or twice daily. 

Oil of caryophyllum "R vi. 

Terebene ttj xx. 

Liquid petrolatum 5 i- 

Mix, and make a solution. 
S. — Use in tlie same way. 

Another method, but more useful in acute laryngeal inflam- 
mations, is hot medicated vapors which may be combined with 
oxygen if necessary. 
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Heat the inhaler by gas or alcohol lamp up to 250° or 300 
F., place four to ten drops of the medication into the receptacle 
and inhale for five to ten minutes twice daily. 

Menthol gr. x. 

Oil of pine 5 i 

Liquia albolene Si. 

S. — Five drops in the inhaler. 

I*. 

Oil of tar 

Tincture of benzoin co aa 5 i. 

Mix, and make a solution. 
S. — Ten drops to inhale. 

After using any hot medications it is better not to go out 
of doors for an hour or two. If the cough is troublesome 
it may be controlled with small doses of soda bromide or tere- 
bene hydrate and heroine tablets. Wyeth's mentholated tab- 
lets to dissolve one in the mouth three or four times daily, are 
useful. 

Gelatine capsules of glycerine and tannin are often very 
grateful to relieve irritation. 

One may use powders in some forms of chronic laryngitis 
with good results through a powder-blower, or insufflator with 
the tip curved down, puffing the powder into the larynx when 
it is in a quiescent state. Do not have the patient say A or E 
as that brings the cords together and closes the larynx but let 
them breathe quietly and have the muscles as relaxed as 
possible. 

Serviceable insufflations are — 

Compound stearate of zinc with iodoform. 
S. — Use in a powder-blower. 

Iodoform 

Bismuth subnitrate 

Sugar of milk aa 3 i. 

Mix, and make a powder. 
S. — Use in a powder-blower. 



r 
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ACUTE (EDEMA OF THE LAB.YSX. 

Synonyms. — Qideniii of thegIottis;phle}:;iiioiKiiis]ar\'iigitis; 
acute cellulitis of the larynx. 

Definition. — (Edema is an acute swelling due to the watery 
infiltration into the ti.'wues or submuctwa of the larynx. 

There are many varieties of cetlema but they are alt prac- 
tically of the same nature except the infectious form which 
runs a more rapid course. 

The infiltration is usually serous but when the cedema 
assumes a more protracted form, the effusion is mixed with 
pus and with even a little blood. 

Etiology.— The primary cause in most cases is traumatism, 
such as fracture of the bone causing a sudden inflammatory 
process. Inhalations of steam or irritating vapors of iodine, 
and carbolic acid. It may be caused indirectly by the in- 
flammatory conditions in other parts of the body, such as acute 
tonsillitis, peritonsillar abscess, retropharyngeal abscess, or 
the breaking down of lymphatic glands in the sides of the 
neck. 

The (Bdema in the majority of cases is secondary to another 
form of disease as in some form of heart disease or to the 
dropsical conditions of nephritis. Anything which tends to 
lower the state of general healtb predisposes to it. 

Bymptosu. — Acute cedema may come on very suddenly and 
dyspnoea may be the first symptom complained of. The 
voice is usually rough, deep, or may be lost altogether. There 
is difficulty in breathing, gradually getting worse and ending 
in spasms. These spasms recur every little while with more 
frequency, and increasing severity, until complete closure of 
the larynx may take place. When cedema comes on suddenly 
like this, it will require immediate surgical treatment. When 
the symptoms develop more slowly, there is pain on swallowing 
and a feeling as of foreign ho<ty in the throat with a constant 
desire to clear the throat. There is a wheezy cough but little 
expectoration. The suffering is usually intense, the patient 
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cannot He down, and all the muscles are tense, the respiration 
is very harsh and the struggle for breath is very painful to 
witness. It is seldom possible to get a laryngeal view but 
when we do, we find the epiglottis red and much swollen, the 
arytenoid cartilages and aryepiglottidean folds are so swollen 
as almost to meet. 

The prognosis will depend very much on the cause and must 
always be guarded — about half the cases terminate fatally. 

The treatment will depend on the cause and severity of the 
case. The patient must be kept quiet in a room, the air of 
which is warmed and moistened by medicated vapors. The 
patient should be given good saline cathartic and a diapho- 
retic such as pilocarpine in one-eighth gr. doses hypoder- 
matically. Cold compresses to the outside of the neck or 
Seiler's coil or even leeches applied to relieve the congestion. 
Hot astringent inhalations will often act well. 

Alumnol 3 i. 

Tincture benzoin co 5 i. 

Liquid albolene 5 ii. 

Mix, and make a solution. 

S. — 5 i. on hot water to inhale every twenty minutes. 

Tannic acid 3 i. 

Glycerine 5 i. 

Distilled water 5 i. 

Mix, and make a solution. 
S. — Inhale as directed. 

In acute attacks, cocaine seems to be indicated. Adrenalin, 
by its action of contracting the bloodvessels and lessening the 
blood supply, may give relief. 

^- 

Cocaine gr. x. 

Adrenalin (1-1000 solution) 3 iv. 

Distilled water 5 »• 

Mix, and make a solution. 

S. — Spray down the larynx with an atomizer with a down- 
ward tip, every hour or two. 
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I*. 

Tannic acid 5 i. 

Glycerine 5 i. 

Cinnamon water 5 i. 

Mix, and make a solution. 

S. — Use in an atomizer every two hours. 

When immediate relief is called for, it will be necessary to 
puncture or scarify the swollen parts and keep the patient in 
a warm room with the air moist. It may be well to follow 
this up with two or three astringent applications of zinc sul- 
phate, silver nitrate or alumnol solutions. The bowels must 
be freely open and the skin active and moist. If the symptoms 
continue to increase, it will be necessary to do tracheotomy. 
Intubation on account of the extreme swelling would be 
difficult to do and the result doubtful, but in chronic cases 
intubation seems to promise better results. Some authors 
have suggested the use of tubes with the idea of dilating the 
parts and even coating the tube with astringents, such as 
alum in gelatine and repeating this with new tubes once or 
twice each week. 

LARTNGITIS SICCA. 

Definition. — Laryngitis sicca is that form of chronic laryngitis 
in which the glandular elements of the mucous membrane 
have atrophied and, as a consequence, what little secretion 
is formed, is so thick that it adheres to the membrane and 
tends to form crusts. 

Etiology. — Atrophic or dry laryngitis is usually seen in con- 
junction with the same condition in the nose and pharynx, al- 
though it does not occur nearly as often as atrophic rhinitis. 
This may be due possibly to the more generous blood supply 
and to the less direct exposure to dust and irritation. 

The irritation caused by inhaling certain gases or fumes is 
an important cause, as are also nearly all the general causes 
given under the head of chronic laryngitis. 

The symptoms vary with the changes in the temperature 
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and moisture of the atmosphere. The larynx has a hot, dry 
appearance with more or less stringy mucus attached to 
different parts of it. There is usually considerable cough, due 
to the irritation caused by the mucus and to the efforts to dis- 
lodge it. This is noticed more in the morning for the mucus 
accumulates during the sleeping hours. If the cough is vio- 
lent it may at times be colored with streaks of blood. The 
voice often has a husky sound due to the small particles of 
mucus that adhere to the vocal cords and prevent their com- 
ing together properly or acting as freely. 

Treatment. — ^The chief thing is to keep the parts as clean as 
possible. This is best done by warm alkaline sprays of Seiler's 
tablets, Dobell's solution or glycothymolin. 

The next step is to prevent cough by giving small doses of 
codeine or terebene hydrate. 

It is also necessary to stimulate the glands as much as 
possible and this is best done by giving, night and morning, 
one teaspoonful of phosphate of soda in a half-glass of water 

Potassium iodide in small doses, one to two grains twice 
daily, has a beneficial effect in some cases. Inhalations either 
with the globe nebulizer or good atomizer are beneficial in 
this form of laryngitis. Some one of the following solutions — 

Iodine jsr x. 

Oil of tar ,^ ss. 

Camphor s^r. x. 

Liquid alboleiie up to ....... . 5 ii. 

Mix, and make a solution. 

S. — Use in an atomizer three or four times daily. 

Menthol gr. x. 

Oil of pine 5 i. 

Tincture benzoin co o iv. 

Liquid albolene 5 ii. 

Mix, and make a solution. 

S. — Use in a nebulizer or spray the throat three or four 
times daily. 
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In the office, after spraying a mild cocaine solution down 
the larynx, make daily applications with a curved applicator 
using stimulating solutions, such as — 

^- . 

Zinc sulphate 3 i- 

Hamamelis water 5 i. 

Distilled water 5 i. 

I*. 

Iodine gr. x. 

Carbolic acid ttj x. 

Camphor gr. x. 

Liquid albolene 5 ii. 

Tincture of ferric chloride 

Glycerine aa 3 i. 

Distilled water up to 5 i. 

At home the patient may use the following oil spray several 
times daily: 

^- 

Iodoform gr. ii. 

Benzoinol 5 i. 

Mix, and make a solution. 

S. — Use in an atomizer tliree times a day. 



TUBERCULOUS LARYNGITIS. 

Synonyms. — ^Tuberculosis of the larynx; consumption of the 
larynx; laryngeal tuberculosis and tuberculosis of the throat. 

Definition. — ^Tuberculous laryngitis is a specific inflammation 
of the laryngeal mucous membrane due to the infection and 
irritation of the bacillus tuberculosis. 

The pathological changes observed in tuberculous laryngitis 
are a swelling or oedema of the mucous membrane due to the 
deposit of the bacillus tuberculosis, which causes an infiltration 
and softening of the membrane and finally ulceration and 
necrosis. 
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Primary tuberculosis of the larynx occurs more frequently 
than many authorities say. No doubt the great majority of 
cases are secondary to pulmonary tuberculous deposits, be- 
sides many of the cases are not seen eariy enough to tell 
which part was first affected. Some authorities speak of very 
eariy symptoms before any positive signs are to be observed. 
No bacilli in the sputum, but a slight weakness of the voice, 
rise of temperature in the evening, anaemia of the larynx or a 
paleness of the arytenoid cartilages, sometimes one vocal cord 
slightly red. 

Etiology. — Any condition which tends to lower the resisting 
powers of the mucous membrane and make it liable to in- 
fection, if exposed in any way to the tubercle bacilli. The in- 
fection may come from the outside, causing direct infection, or 
indirectly by the sputum being coughed up from the lungs. 
Predisposition to tuberculosis — a low state of vitality such as 
that caused by pleurisy and pneumonia. It may be caused 
indirectly by obstruction to proper respiration, by spurs or de- 
viations of the septum or adenoid growth. These may set up 
a catarrhal laryngitis and in this way furnish the proper sur- 
roundings for the development of the tubercle bacillus. It 
occurs usually between the ages of twenty and thirty-five and 
is seen more often in men than women. 

Subjective Symptoms. — Respiration is nearly always hurried. 
The voice is weak, often only a whisper. There is a dry, hack- 
ing cough at first but it soon becomes looser and with a great 
deal of thick, tenacious expectoration, almost ropy in form. 
The saliva seems to be increased and the patient experiences 
great diflSculty in keeping the throat clear. The general con- 
dition of the patient is as a rule poor, chiefly on account of his 
inability to take proper nourishment. If there should be any 
ulcerations, especially of the epiglottis, there will be consider- 
able pain and difficulty in swallowing, and as the ulceration 
increases, all the symptoms gradually become more marked. 

Objective Symptoms. — As a rule we notice a peculiar pale 
color of the mucous membrane of the larynx, especially along 
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the posterior wall. In some it may be hypersemic, but hyper- 
semia is only seen in early stages of a very acute and rapid form. 

The epiglottis is often swollen, thickened ("turban-shaped 
epiglottis") and the edges eroded with small ulcerations. The 
arytenoid cartilages are enlarged, sometimes one more than 
the other, the mucous membrane over them being soft and 
boggy. There may be considerable thickness of the mem- 
brane between the arytenoids, that is, in the interarytenoi- 
dean space. This infiltration may go on to ulceration of the 
peculiar worm-eaten appearance. As a rule the diagnosis of 
simple tuberculous laryngitis is not difficult but it may be very 
frequently necessary to differentiate it from syphilis or cancer, 
as these are the only lesions that might resemble it in any way. 

The following table presents the chief points in the differ- 
ential diagnosis: 

Chief Symptoms Tuberculous 
for comparison Laryngitis 



Condition of the Pale 
MtLcoaa 



Pain 



Ulceration 



Marked during 
deglutition 



Syphilitic 
Laryngitis 

Markedly 
hyperaemic al- 
most 
onset 

Marked during 
phonation 



Superficial gray- Deep reddish, 
ish worm-eaten clean-cut, raised 



Cancerous 
Laryngitis 

Hyperaemic 
from the only after 
ulceration 

Constant lan- 
cinating and 
peculiar 



appearance, im- 
d^rmined edges 



edges 



Stenosis 


Rare 


Common only 
after cicatriza- 
tion. 


History 


Nearly always of 


Of specific 




pulmonary tu- 
berculosis with its 


disease 








physical signs 




Ejfect of Anti- 


None 


Pronounced and 


syphilitic 
Treatment 




progressive 







Common and 
progressive 

None except 
of heredity; 
occurs after 
40th year 

None or only 
very tempo- 
rary 



Diagnosis. — ^The early diagnosis is very important in the hope 
that by careful treatment one may be able to arrest the disease 
and prevent it from extending and becoming general. 



190 DISEASES OF THE LARYNX 

The systemic treatment of tuberculous laryngitis is the same 
as of pulmonary tuberculosis and is fully described in works 
on general medicine. It is very important and should always 
be combined with local treatment. The general health should 
be improved in every possible way, good food, fresh air, out- 
door life in a dry climate such as that of Colorado or Arizona. 
Tonics should be given to improve digestion and strength, 
cod-liver oil, creosote, guiacol, hypophosphites. Some claim 
good results with iodine internally. Digested fats are valuable. 
Patients should be encouraged to eat, even more than they 
desire, and should stimulate the appetite with whiskey or 
bitter tonics and take plenty of rest and avoid all forms of 
mental worry. 

The local treatment is very important and in many cases the 
results are encouraging. It should be modified to suit each 
case and to relieve the symptoms most complained of. In 
the early stages some form of soothing inhalation is indicated, 
such as compound tincture of benzoin, oil of pine and menthol. 
They lessen the inflammation and irritation, and change the 
secretions from a thick, sticky to one more viscid and easily 
removed. Menthol gives very gratifying results in many cases 
and it may be used with a spray or nebulizer or applied directly 
to the membrane. 

Before making local application, it is well to cleanse the 
mucous membrane of the pharynx and larynx with an alkaline 
wash or spray such as normal salt solution, Seiler's tablets, 
glycothymoHn, alkaline thymoformal, using these solutions 
warm, three or four times each day. 

The use of iodoform is well spoken of by some and it may 
be applied in solutions or in powder form. 

Iodoform 5 i- 

Ether 5 ii. 

Mix, and make a solution. 

S. — Spray down the throat. 



TUBERCULOUS LARYNGITIS 191 

In using the ethereal solution, the ether evaporates quickly 
and leaves the iodoform in contact with the membrane. Iodo- 
form may be used in an oily suspension but it is so little 
soluble that unless one uses a little chloroform or ether, very 
little is dissolved. It may be used in powder form combined 
with morphine and tannic acid. The odor of iodoform is so 
objectionable that it is not used as much as it should be. Upon 
ulcerations of the epiglottis or in arytenoid cartilages, nothing 
seems to act better than lactic acid in twenty-five per cent, to 
seventy-five per cent, solutions. 

Spray the larynx with a one or two per cent cocaine so- 
lution, then apply the acid with a long applicator, holding it in 
position as long as possible each time. This is usually pain- 
ful and should not be repeated before four or five days. 

The use of the curette is advocated by some. It is difficult 
to do because of the irritability of the larynx and is only in- 
dicated when the ulcerations are on the posterior wall of the 
larynx or the interarytenoid space. 

Spray the larynx with a ten per cent solution of cocaine and 
also apply adrenalin to control the bleeding, then pass the 
laryngeal curette into the larynx with the aid of a mirror and 
thoroughly scrape until one feels sure he has removed all the 
offending tissue. We have to rely very much on the sense of 
touch, for bleeding quickly occurs and obscures the view. 
After the bleeding has stopped, lactic must be applied thor- 
oughly to the curetted surface. When the effects of the cocaine 
have worn off, there is usually considerable pain following the 
operation. The lactic acid is repeated once a week for three 
or four times. 

Other serviceable local applications are — 

lodol 

Oil of sassafras aa 5 i. 

Ether 5 i. 

Mix, and make a solution. 

S. — Apply with an applicator or spray every two days 
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Orthoform 5 ii. 

Olive oil 5 i. 

Mix, and make an emulsion. 
S. — Apply to larynx as needed. 

This orthoform emulsion, applied with an applicator, will 
produce an anaesthesia, often lasting twenty-four hours. 

Laryngeal, or intralaryngeal, injections are well spoken of 
by some authors. A special syringe is necessary for this, 
some making submucous injections, others just using it in 
the interarytenoid space. 

Fia. 96. 




Showing the syringe and the method of injection into the larynx. 

Menthol 5 ss. 

Guiacol 5 i. 

Olive oil ... 5 ii. 

Mix, and make a solution. 
S. — Use 3 i. every two days. 

Creosote 5 ss. 

Oil of gaultheria 5 ss. 

Olive oil 5 i. 

Mix, and make a solution. 
S. — 3 i. every two days. 
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The treatment by powders, although well spoken of, 
should be administered carefully on account of the irritability 
which may be set up by the powder getting down the bronchi. 
One of the best for relieving pain and cough is orthoform. 
It may be used with equal parts of bismuth subnitrate, or 
powdered gum acacia. Before using, the parts should be 
thoroughly cleansed with alkaline solution, and then sprayed 
with a mild cocaine solution to prevent the powder from 
causing cough when first applied. 

Iodoform in some forms has also its advocates: com- 
pound stearate of zinc with iodoform, or, — 

Morphia gr. v. 

lodol 

Bismuth subnitrate aa 3 i. 

Mix, and make a powder. 

S. — ^Use with a powder-blower. 

The directions in using powder-blowers is that the patient 
must not breathe while puffing in the powder, but first take 
a long breath; and, while the breath is held, the operator 
puffs the powder down the larynx. 

In tuberculous laryngitis, the Globe nebulizer or Under- 
wood's inhaler are specially good, using one of the following 
prescriptions. The same prescriptions may be used with an 
atomizer : 

Cocaine gr. v. 

Oil of pine o i. 

Menthol ST* ^' 

Liquid albolene • • . 3 ii. 

Mix, and make a solution. 
S. — Use in an atomizer. 

Menthol 

Camphol aa gr. x. 

Liquid albolene 5 ii. 

Mix, and make a solution. 
S. — Use as directed. 
13 
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Creosote 

Oil of pine aa 5 i. 

Tincture of benzoin co. up to 5 i- 

Mix, and make a solution. 
S. — Use as directed. 

These same sprays or inhalations may be used hot, and 
often, in this way, will relieve pain better than any other 
measures. 

The author prefers Underwood's inhaler, heated to 200° or 
400°, with one of the foregoing mixtures, at the same time 
combining it with oxygen. 

At home the patient will use one of the ordinary gargles, 
and, after having the throat well cleansed, will then employ 
an oil spray as far down the larynx as possible. 

Cocaine p;r. v. 

Oil of pine 5 i- 

Menthol ^T* ^* 

Liquid albolene 3 ii- 

Mix, and make a solution. 

S. — Use in oil atomizer several times each day. 

Iodoform gr. x. 

Chloroform njj x. 

Liquid albolene o i. 

Mix, and make a solution. 
S. — ^pray over the throat. 

The prognosis is, as a rule, very grave, but instances of cure 
are reported. 

STPmUS OF THE LARTNX. 

Synonyms. — Syphilitic laryngitis; specific laryngitis. 

Definition. — Syphilis of the larynx is a specific inflamma- 
tion, occurring as a local manifestation of the systemic in- 
fection. 

Pathology. — Primary syphilitic lesion of the larynx is prac- 
tically unknown, the secondary and tertiary lesions being the 
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ones most frequently seen. The secondary stage is manifested 
by venous congestion of the laryngeal mucous membrane. 
This is followed by infiltration into the mucosa, and softening 
of the tissues, which goes on to ulceration. There may be 
mucous patches in conjunction with the same lesions in the 
pharynx. These conditions are usually found from three 
weeks to three months after the initial sore. 

The tertiary stage is characterized by the presence of ulcera- 
tion, which sometimes penetrates the deep tissues and blood- 
vessels, and causes hemorrhages. The ulcer heals and is 
followed by cicatricial contractions — or adhesions of adjoin- 
ing tissues. This often produces great deformity and some- 
times dangerous stenosis. 

In the late stages, the muscles and cartilages are involved, 
resulting in paralysis, or ankylosis. 

Syphilis of the larynx may occur at any age and be either 
congenital or acquired. 

Etiology. — Syphilis of the larynx is usually the laryngeal 
manifestation of general inoculation. 

The initial lesion in the larynx is almost impossible except 
from infected laryngeal instruments. When it is the secon- 
dary lesion, it usually follows the primary in a few weeks or 
months. 

The tertiary is the one most frequently seen, and occurs 
from three years to a very long period after the primary sore. 

Hereditary syphilis, when exhibited in the larynx, is almost 
always tertiary, so that, in all laryngeal forms, the tertiary is 
the one most frequently seen, though it may be years after the 
primary lesion has appeared. The cause, in short, is simply 
the local manifestations of the general specific infection, 
either of the hereditary or the acquired form. 

Symptoms. — ^l^he symptoms vary with the form and degree 
of infection. In the early stages they closely resemble the 
symptoms of acute laryngitis. The mucous membrane has 
a mottled appearance, with here and there patches, which 
seem to be raised slightly above the surrounding tissue and 
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have a tendency to ulcerate. The voice is affected, becoming 
deep and hoarse, and, in some cases, being lost altogether. 
There is some pain on swallowing, and a tickling cough. 

In the tertiary stage the ulcerations frequently attack the 
epiglottis first, and from there spread to the laryngeal cavity. 

Diagnosis. — ^After learning the symptoms, one knows there 
is some laryngeal disease. Get a full history of the case, and, 
by the aid of the laryngeal mirror, exclude simple catarrhal 
inflammation, or tuberculosis. 

The secondary form usually occurs in one of the following 
lesions : Erythema, superficial ulcerations, or mucus patches. 
The erythema usually occurs a few months after the primary 
sore, often shortly after the eruption on the body. It usually 
involves the arytenoids, epiglottis, and the false vocal cords. 
The superficial ulceration usually occurs in the same location, 
and is due to the breaking down of the mucous membrane, 
secondary to extreme erythema. The shape of the ulcer is 
characteristically irregular, with an inflammatory area around 
it, and with its floor sometimes covered with a grayish-yellow 
secretion. 

The tertiary signs show the gumma, which may occur in the 
epiglottis, or the aryepiglottis fold. The pain and loss of 
voice are in proportion to the size of the gumma. The ulcer- 
ation, which is the result of the breaking down of the gumma, 
is deep cut with raised edges, spreads rapidly, and has a 
peculiar, disagreeable odor. The ulcer spreads in every 
direction and often effects the bone beneath. Great destruc- 
tion has often been seen, such as complete loss of the epi- 
glottis, or of the vocal cords. In this stage the pain is severe, 
deglutition difficult, voice almost gone, and the general con- 
dition of the patient depreciated. 

The history of the case is important. When once well 
satisfied, from the examination, that the trouble is specific, 
ask the direct question, " When did you have a venereal sore 
or disease?" Many patients will deny it; others will admit 
having had the disease ten, fifteen or twenty years previously, 
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and having taken medicine for five or six weeks; but will 
add that they have never had any trouble since, and that 
syphilis is^not what is the matter with them at the time of 
their visit. If still in doubt, put the patient on mixed treat- 
ment for a week or ten days, and, if the disease is specific, 
great and immediate improvement will follow Syphilis 
may be mistaken for tuberculosis of the larynx; in fact, it is 
sometimes associated with it. The ulcer in tuberculous 
disease is more superficial, has not the red areola around it, 
and the mucous membrane is usually pale. The pain is more 
marked, and is usually accompanied by pulmonary signs as 
well. 

Carcinoma is distinguished by the peculiar, sharp, lancinat- 
ing pains. 

The prognosis is usually good, as the disease responds 
quickly to proper medication. Often the ulceration is so 
extensive, that, even when a cure is effected, the loss of 
tissue and the resulting cicatrix will interfere a great deal 
with the proper functions of the parts. 

Treatment. — ^The constitutional treatment is all important, 
and will cure many cases without the application of any local 
treatment. 

In the secondary form, get the patient quickly under the 
influence of mercury. If any ulceration is present, thoroughly 
cleanse it, and make astringent applications of silver nitrate, 
alumnol, or sulphate of zinc solutions every other day The 
patient sprays the throat at home with — 

Glycothymolin 

Hydrogen peroxide aa 5 ii. 

Mix, and make a solution. 

S. — 3 i. in a quarter-glass of water to spray or gargle the 
throat four or five times each day. 

In the tertiary form. Iodide of potash is indicated Begin 
with five to fifteen grains three times each day. and add a 
grain per day to the dose until tolerance is reached. Pro- 
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tiodide of mercury pill, one-sixth grain, one three times each 
day, is also of service. 

Make local applications to the ulcers of silver nitrate, 3 i. 
to the ounce of water, or — 

lodol 3 i. 

Ether 5 i. 

MiX; and make a solution. 

S. — Apply with an applicator, every two days. 

Medications must be kept up, not only till all the ulcera- 
tion and inflammation have gone, but also for two or three 
years, with a month's rest each year from treatment, in order 
to eradicate, if possible, the syphilitic poison. 

For pain, use oil spray, such as — 

v^'Ocaine ^^* ^* 

Benzoinol 3 i- 

Liquid albolene 5 ii. 

Mix, and make a solution. 

S. — Spray into the throat three or four times daily. 

The principal aims of the treatment are to secure cleanli- 
ness, and to get the patient under the influence of the mercury 
and iodide. As a rule there will not be stenosis if the proper 
medication has been faithfully carried out. If stenosis has 
formed, it may be dilated with the ordinary laryngeal bougie, 
once or twice each week. If much oedema should occur at 
any time, it may be necessary to do a tracheotamy, but this 
is a rare complication. 

APHONIA. 

Aphonia comprises a loss of voice, or inability to use the 
voice above a whisper. It is nearly always a symptom of 
laryngeal disease. 

Causes. — ^The usual causes of aphonia are : acute laryn- 
gitis; syphilitic laryngitis; tuberculous laryngitis; paralysis 
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of either vocal cord ; new growths or ulcerations of any kind 
preventing the cords from coming together, such as papilloma, 
and singer's nodule. 

There is still another form of aphonia, sometimes called 
hysterical aphonia, most frequently seen in females. It may 
be caused by a sudden shock, or great excitement. 

The loss of voice is sudden, may last a few days, and recur 
again. The general health is good, there is no cough, an ex- 
amination of the larynx shows the vocal cords normal in color, 
with no inflammation. An effort to phonate will cause them 
to come together, but they seem to have no power to remain in 
contact, but separate suddenly and spasmodically. The ac- 
tion is sometimes of a reflex character, due to nervous trouble. 
Bromide of soda in appropriate doses will usually effect a cure. 

Diagnosis. — ^The diagnosis of ordinary aphonia is made 
with the laryngeal mirror. The treatment will depend on the 
cause. 

PARALYSIS OF THE VOCAL OORDS. 

Paralysis of the vocal cords is caused by an injury to either 
the superior laryngeal, or recurrent laryngeal nerve. 

The most common forms of paralysis of the vocal cords are 
paralysis of the abductor muscles and of the adductor mus- 
cles. 

Abdnctor paralysis is rather rare, is serious, and is usually a 
sequel of erysipelas, pneumonia, or typhoid fever. The mus- 
cles do not pull the cords apart, and the consequent dyspnoea 
may be so severe as to require tracheotomy. 

Adductor paralysis is present when one or both cords do not 
move, during phonation, towards the median line. If both 
cords should remain apart during phonation, it means that 
paralysis of the cricoarytenoid, and the arytenoideus muscles 
are present. When the arytenoideus muscle only is affected, 
the posterior parts of the cord remain wide open, leaving a 
chiiJk-like opening into the larynx. 
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Cause. — The cause of paralysis varies in many cases, but the 
chief causes are acute laryngitis; using the voice during in- 
flammation, or in a faulty manner; and pressure on the nerve, 
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due to traumatism, aneurysm, or enlarged bronchial glands. 
Paralysis may be a sequel of diphtheria, or incipient tuber- 
culosis, or a manifestation of hysteria. Peripheral neuritis 
may involve the motor nerves of the larynx. 

SymptomB. — Loss of voice, or a whispering, high-pitched. 

On examination, the larynx appears red, and, as a rule, con- 
gested. There may be little or no pain. When the patient 
tries to say, " A " or " E, " the arytenoids (either one or both) 
do not come together, and, on looking farther down, one will 
see the condition of the cords. If only one side is affected, 
the other moves in a normal way — to the center, during pho- 
nation. The affected side may move in such an irregular way 
as not properly to approximate, and, consequently, leaves an 
opening, or space, during the effoi-ts to speak. When due to 
hysteria, the cords will often come to the center, but, owing to 
lack of tone, break away at once, and apparently give every 
evidence of paralysis, though it is simply due to a nervous 
loss of muscular power. 
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The prognosis depends on the cause, but in the majority of 
cases is rather good. 

Treatment. — ^The treatment depends much on the cause. In 
a mild case, first try counterirritation to the side of the throat, 
with tincture of iodine, capsicum and vaseline, or mustard 
leaves. Rest of the voice is indicated in nearly all cases. If 
there should be any indications of nervousness, bromide of 
soda should be given, also strychnia in increasing doses, and 
electricity with the faradic current, using the negative pole on 
the hand or back of the neck, and the positive on the sides of 
the larynx, or, with a specially curved electrode, apply the 
positive pole to the vocal cords. Static electricity is often very 
beneficial for its general tonic effects. It is also applied locally 
by means of a sponge electrode. The current, in any case, 
should not be too strong, and should be continued only for 
about five minutes every day. 

The treatment is often tedious, requiring a long time and a 
great deal of patience. The whole sum of the treatment might 
be stated as — rest, strychnia, electricity and tonics to build up 
the general health. Iodide of potassium in small doses acts 
very eflScienlty in many cases. 

LINGUAL TONSIL. 

Synonyms. — Buccal tonsil, fourth tonsil. 

Definition. — ^The lingual tonsil is composed of glandular 
structure, situated at the base of the tongue in close relation- 
ship with the epiglottis. It closely resembles the other ton- 
sils in structure, consisting of from ten to twenty glands which 
may appear in the shape of split peas spread over the base of 
the tongue, or may all unite, forming one large, glandular 
swelling. It may sometimes occur in the shape of two lobes, 
one on each side of the median line of the tongue. And oc- 
casionally one side may be much larger than the other. 

Pathology. — The laryngeal tonsil is subject to the same 
pathological changes as the faucial and pharyngi^V \.w\i^^ 
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but the one to which attention is usually called is glandular 
enlargement, and the consequent symptoms it causes. 

Symptoms. — ^The patient complains of a tickling cough and 
constant attempts at clearing the throat with nothing coming 
up. The cough is nearly always worse when the patient lies 
down. The voice is easily tired, and singers usually com- 
plain of the voice being thick or veiled, and easily tired. 
Sometimes there is a feeling of constriction about the throat. 
Old people will complain of nothing but cough, stating they 
have been taking cough medicine for years without relief. 

On examination the base of the tongue is very much thick- 
ened, in some subjects in the form of many small glands like 
split peas, in others, one large gland which presses against 
the epiglottis and almost hides it from view. It is constant 
rubbing of the epiglottis against this increased thickness at 
the base of the tongue that causes the cough. 

The enlargement of the lingual tonsil may be associated 
with the eruptive fevers, but usually it is a chronic or sub- 
acute condition (Figs. 99 and 100). 

The treatment of enlarged lingual tonsil consists of the 
removal of the tissue, either with a lingual tonsillotome, or 
the galvanocautery. Apply cocaine well over the base of 
the tongue — the patient pulls the tongue forward with the 
thumb and finger of the left hand in the same manner as in 
examination of the larynx. The operator holds the mirror in 
his left hand and the cautery in his right. While the patient 
is saying, **A,'' the cautery tip is placed in the centre of the 
growth, and the heat turned on. If the amount of thickness 
is great, it is well to destroy one side of it one day, and the 
other part four or five days later. In doing this burning, 
the operator must be ready to remove the cautery quickly if 
the patient should swallow or move the tongue, in order to 
avoid touching the epiglottis with the hot cautery. If he 
should happen to burn the epiglottis, it will swell up and 
remain so for one or two weeks, although, if noticed in time, 
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Fia. 100. 






Fig. 102 — Cautery point bent for 
burning the Inguial tonsil. 



Fig. 103— Myles' lingual 
tonsillotome 
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it may be counteracted by having the patient suck pieces of 
ice for an hour or two. 

Removal of the enlargement may be effected with a small 
tonsillotome made with a curved shank specially for this 
work. After using cocaine, cut away most of the tissue at one 
sitting. The bleeding, as a rule, does not amount to much, 
but some cases are on record in which the bleeding caused 
considerable alarm. 

The following local application has been used with success, 
and is useful when the cautery or the tonsillotome can not be 
used. 

Iodine 5 ss. 

Potassium iodide 5 i. 

Glycerine 5 i- 

Mix, and make a solution. 

S. — Apply to the growth with an applicator. 

The relief from all troublesome symptoms is quite marked, 
as soon as healing takes place. 

No special after treatment is indicated, but a mouth-wash 
or gargle or oil spray is always soothing to the patient. 

FOREIGN BODIES IN THE LARTNX. 

Sources and Results. — ^The entrance of a foreign body into 
the larynx or upper air passages is often attended with most 
serious results. The severity of the case will depend very 
much on the character of the foreign body. A small article 
may pass through the larynx, and lodge in the bronchi, but 
rough, irregular bodies are much more apt to remain in the 
larynx. Many small, sharp-pointed objects have been known 
to lodge in the larynx without giving rise to many symptoms. 
Several cases have been reported of foreign bodies of various 
shapes and sizes remaining in the larynx for weeks, months, 
and, in some cases, years, without giving rise to much in- 
convenience. On the other hand, in contrast with these, we 
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have cases of violent spasms, and almost suflFocation, caused 
by a crumb of bread, or a few drops of water getting into the 
larynx. The foreign body may enter during the act of eating, 
drinking, or breathing; vomited matter may enter during 
anaesthesia; regurgitated food may also be inspired; the 
contents of an abscess may be evacuated into the larynx; 
children often put things in their mouths, which slip into 
the larynx during the act of laughing or coughing. 

The S3nnptoms come on suddenly. It is rare for any sub- 
stance to get into the larynx without the patient being im- 
mediately aware of the fact, although imaginary foreign 
bodies form the larger majority of cases which the surgeon 
is called upon to treat. 

The first symptom caused by a foreign body is a violent 
spasm of coughing which sometimes expells the object, and 
sometimes only tends to fasten it more securely in the mem- 
brane. If the body is large, the face becomes livid, the eye- 
balls protrude, and the patient quickly, or even instantly, 
chokes to death. If a sharp-pointed object is inspired, 
hemorrhage may occur, due to erosions, and, in severe cases, 
emphysema of the chest may occur. 

The diagnosis, as a rule, is not difficult when one gets a 
clear history of the case, but in many cases the statements of 
patients are misleading, for they will often point with con- 
fidence to the exact spot, and, on examination, nothing can be 
found except perhaps a slight erosion caused by a foreign 
body which has either been expelled or passed further down. 
In every case the symptoms are urgent, and a careful ex- 
amination should be made with the laryngeal mirror. If the 
substance should be in the oesophagus, the dyspnoea is in- 
creased by lying down. 

In trying to locate a foreign body which has passed into the 
larynx, it is well to remember that the opening for the right 
bronchus is higher than the left, and that the object is more 
apt to get into the left than the right. If this has occurred, 
on using the stethoscope one will find a difference in the 
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Schmidt's laryngeal forceps, made with , 
four attachments. . OUt. 



sounds of either lung. The 
effect on the breathing is so 
marked on the obstructed side 
that it is often difficult to differ- 
entiate between the sounds 
caused by the foreign substance 
and those found in pulmonary 
tuberculosis. When other means 
fail, the exact position may be 
determined by the use of the 
Roentgen rays. 

The treatment of foreign bodies 
in the larynx often requires a 
great deal of skill. In emer- 
gency cases turn the patient 
quickly on his head, slapping 
his back and chest. No vio- 
lence of any kind should be used, 
and emetics, as a rule, are not 
indicated. If these simple reme- 
dies fail in an urgent case, tra- 
cheotomy will have to be per- 
formed at once, in order to pre- 
vent the patient from choking 
to death, and the object may 
be removed afterward. In less 
urgent cases, where the mirror 
may be used and any foreign 
body exactly located, the ob- 
struction may be removed by 
one of the various laryngeal for- 
ceps (Fig. 101); or, by passing 
a probang beyond the object, 
dilating it, and pulling it out, we 
may be able to get the object 
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In adult cases the use of cocaine is all that is required to 
control the larynx, but in children it is often necessary to give 
general anaesthetic. 

CROUP. 

Croup occurs In two varieties: false croup, and true croup. 

False Group.. 

False croup is also indicated by the S3mon3nns: spurious 
croup; laryngitis stridulus: and spai^modic laryngitis. 

The pathogenesis of false croup is a spasmodic contraction 
of the laryngeal muscles. There may be an inflammatory 
reaction, but, as a rule, it is very slight. This spasm causes 
a peculiar, hard cough and difficulty of respiration, even to 
the extent of dyspnoea. 

Etiology. — False croup is usually seen in children of a 
lymphatic temperament, and more often in fat children with 
a short neck. Intestinal disorders are very often the indirect 
cause. Exposure to cold and wet is the exciting cause. 
Poorly nourished, rachitic children are prone to croup. 

Ssrmptoms. — False croup occurs in young children. The 
child goes to bed at night in apparently good health, and is 
awakened suddenly by a peculiar, crowing inspiration. This 
quickly increases in severity, with intervals of quietness. The 
eyeballs roll, the veins of the neck dilate, and spasms of the 
hands and feet may be noticed. There is no fever, but a 
peculiar, barking cough ; and severe cases may end in a con- 
vulsion. These attacks are very terrifying to the child and 
parents, but, as a rule, the prognosis is good, except in weak 
children or in cases where there is an effusion into the ventri- 
cles of the brain. The general health may be very much 
affected by frequently recurring attacks. 

The treatment of false croup is always important, and 
should be directed toward the general condition with the hope 
of warding off attacks. During an acute attack, tight clothing 
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should be loosened, plenty of fresh air given, cold compress 
applied to the face and neck, and the child placed in a warm 
bath while the head is kept cool. Give a purgative enema, 
and, if possible, use some form of emetic at once, such as 
tickling the fauces, a hypodermatic injection of apomorphia, 
or, by the mouth, a half-teaspoonful of syrup of squills or 
wine of ipecac every fifteen minutes, until vomiting occurs. 
Antipyrine, in appropriate dose, has been used successfully 
in many cases. The attack may last from five minutes to a 
half-hour, and is often very distressing but rarely dangerous. 
Shortly after the attack, the child is perfectly well again. It 
often recurs the following night, and, for that reason, it is 
well to keep the child quiet in the house for a few days. Give 
a good cathartic, correct any intestinal disorders, and, if the 
patient is very nervous, give a few doses of soda bromide. 
A stimulating expectorant, every three hours during the day 
time and every two hours during the early hours of the night, 
should be prescribed. Carbonate of ammonia is a very 
serviceable ingredient for this purpose. Such a cough- 
mixture will often prevent the recurrences which are so 
common for several nights following the first attack. 

True Group. 

S3mon3nn. — Membranous laryngitis. 

Pathology. — ^True croup comprises an exudative inflamma- 
tion of the mucous membrane of the upper part of the larynx, 
usually involving the ventricular bands, arytenoids, and the 
epiglottis. There is a considerable difference of opinion re- 
garding the nature of true croup, some authorities looking 
upon it as a superficial inflammation of the mucous membrane 
while claiming that the deposit or exudation which appears 
on the membrane is not contagious, others considering it 
contagious and practically the same as laryngeal diphtheria 

The general symptoms of membranous laryngitis and 
diphtheria of the larynx closely resemble each other, and the 
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most successful treatment in one answers equally well in the 
other, so that, for all practical purposes, they may be spoken 
of as the same. 

It is always well to make a microscopical examination first. 
If the Klebs-LcefBer bacillus is found, treat it as diphtheria. 
It is hardly fair to expose the family to the hardships of a 
three weeks' quarantine, unless the bacilli are present, since 
the child may be well in two or three days, showing that the 
disease was only a simple membranous laryngitis and not a 
true diphtheria. 

DIPHTHERIA. 

Definition. — Diphtheria is an acute, infectious disease, 
caused by the Klebs-Lceffler bacillus and showing local man- 
ifestations by a fibrous exudate followed by general toxic 
symptoms. 

Diagnosis. — ^The early diagnosis of diphtheria is often very 
difficult. There are several forms of inflammation, and, 
while the microscopical examination is veiy important in 
deciding, there are times when the Klebs-I^ceffler bacillus has 
been found in healthy throats; on the other hand, many fatal 
cases have been reported in which the bacterial examination 
has been negative. 

It is often difficult to distinguish diphtheria from acute 
tonsillitis. The following tabular form may be serviceable: 



Diphtheria 

Comes on gradually, moderate rise 
of temperature, vomiting. 

Tonsils as a rule not large, but cov- 
ered with a thick, adherent 
membrane. 

Cervical glands usually swollen 

and painful. 
Albumen in the urine. 
14 



Tonsillitis. 

Comes on with a chill, rapid rise of 
temperature, headache, pains in 
the limbs. 

Tonsils swollen and inflamed, cov- 
ered with a false membrane not 
very adherent and often con- 
fined to the follicles. 

Cervical glands not swollen. 

No albumen in the urine. 
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Diphtheria. Tonsillitis 

The membrane is removed with The membrane is easily removed, 
difficulty, leaves a raw, bleeding does not bleed, and seldom re- 
surface, and, when removed, curs, 
forms again in a few hours. 

The exudate is not confined to the The exudate is limited to the ton- 
tonsil, usually spreads over the sil or follicles, and is usually red. 
anterior pillar and soft palate, 
but may be found anywhere. 

The Klebs-Lceffler bacilli are No Klebs-Loeffler bacilli found, 
usually found. 

The direct cause of diphtheria is the introduction of the 
specific germ. The predisposing causes are: exposure in 
any way to the infection; any disease which affects the mu- 
cous membrane of the nose and throat; enlarged faucial or 
laryngeal tonsil; cold, damp weather; unheathful hygienic 
surroundings; any of the exanthemata, as scarlet fever, mea- 
sles. It occurs most frequently in children from two to six 
years of age. 

The treatment of diphtheria must always be directed 
toward both the local manifestations and the general con- 
stitutional effects. 

The temperature, pulse, and respiration, as well as the 
local symptoms in the throat, must be watched carefully and 
constantly. The doctor, in examining the patient, must 
exercise great care not to be infected himself by the patient 
coughing violently and some of the membrane getting in his 
eyes or upon his lips, or lodging in his clothes and being 
carried to other children. After examining a patient, he 
should sterilize his hands and face and all instruments. 
Isolate the patient at once in a well-ventilated room, in a 
temperature of 65° F. Remove all furniture, curtains, car- 
pets, and similar fixtures. Have a sheet hung over the 
entrance in the manner of a portiere, and kept moistened 
with carbolic or bichloride solution. AH articles used in the 
room, all excretions from the patient, should be disinfected 
before sending them out of the room. The air of the room 
should be kept impregnated with steam from a kettle contain- 
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ing some disinfectant, like eucalyptol, or carbolic acid. The 
following is a good prescription for such purposes: 

Oil of eucalyptol o i- 

Carbolic acid 5 i. 

Oil of turpentine itr viii. 

Mix, and make a solution. 

S. — ^Two tablespoonfuls to a quart of water, allowed to 
steam gently near the patient all the time. 

The patient must be kept quiet in bed, and not allowed to 
rise. Nourishing liquid diet is necessary, and often stimulants. 
Ice-bags or cold compresses to the neck are very grateful 
in some cases. Allow patient to sip plenty of pure, cold water. 

Local Treatment. — Some solutions have a very solvent effect 
on the membrane, and act very well in many cases. When 
the patient is old enough, and strong enough, to use a gargle, 
it is always well to have him use some antiseptic gargle every 
hour, though local applications to the affected parts always 
give better results. The best way to apply the solution is by 
means of cotton, securely fastened to an applicator, dipped 
in the solution, and applied to the false membrane. The 
cotton is then burned. The applications are repeated every 
half-hour as long as any false membrane remains; and, as 
it grows less, are given less frequently, being discontinued 
when the membrane does not reappear. 

Toluol o iv. 

Liquor of ferric sesquichloride o i. 

Alcohol 5 ii. 

Mix, and make a solution. 

S. — Apply to the throat with a cotton swab. 

Another application which is spoken of highly — 

Menthol o i. 

Guaiacol 5 i- 

Olive oil 5 i- 

Mix, and make a solution. 

S. — Apply with a cotton applicator every two hours. 
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Tincture of myrrh 5 i- 

Glycerine Si- 

Distilled water o i. 

Mix, and make a solution. 

S. — Apply in the same manner. 

Sulphocalein, applied with a cotton applicator every fifteen 
minutes as long as any membrane remains, has given splendid 
results to some men. 

North says that a six per cent solution of permanganate of 
potassium will dissolve false membrane. 

Carbolic acid njj x. 

Liquor of ferric subsulphate 3 iii. 

Glycerine 3 i. 

Distilled water up to 5 ii. 

Mix, and make a solution. 

S. — Apply with an applicator every half-hour, to one hour. 

Hydrozone or hydrogen dioxide is also very useful for its 
disinfecting and cleansing effects. It may be sprayed with an 
atomizer, or applied with cotton applicator. Always have it 
fresh, and apply it as nearly full strength as possible. If the 
patient is strong enough to gargle, it is well to use it in that 
way, as it remains longer in contact with the membrane. In 
all these local applications one must use great care not to use 
too much force to excite or worry the patient. The patient 
should always use a gargle or spray for several days after the 
acute stage is passed. Normal salt solution, saturated boric 
acid solution, or remedies of this type are recommended. 

Internal medication is very imperative in this disease. Nour- 
ishing food, in soft or liquid form, must be taken regularly, — 
milk, ice cream, custards, soups, etc. If the strength begins 
to grow less, stimulants should betaken, — whiskey, and sherry 
wine. If the patient is unable to swallow, stimulation and 
nourishment in the shape of peptonized food, etc., should be 
injected into the bowels, using a long, soft catheter. Tonics 
are very necessary, such as tincture of chloride of iron, four 
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to ten drops every hour, calomel, a half to one grain every 
hour, until the bowels move freely. These then should be 
kept up at longer intervals. If the heart shows any signs of 
weakness, strychnia, digitalis, and brandy should be used in 
appropriate doses and at very short intervals. 

In true diphtheria of the larynx, the patient should be kept in 
a room in which the atmosphere is moist. This is best effected 
by having a stove in the room, with a good fire, and having 
large vessels of water on the stove, thus keeping the room 
saturated with steam. 

A large lump of lime placed in a bucket and water poured 
over it, will give off much disinfecting steam. Cover the 
patient's bed or cot with a tent or sheet, and let him inhale, 
five to ten minutes every hour, the steam from a croup-kettle 
or benzoinol inhaler, using carbolic acid and eucalyptol tur- 
pentine, or tincture benzoin. Calomel, both internally and 
externally; is very useful. 

Volatilize from five to fifteen grains of calomel every two or 
three hours for twenty-four hours in a small dish over a spirit- 
lamp, using the same form of tent or sheet as in the other in- 
halations. 

In all the inhalations and fumigations, be careful to admit 
plenty of fresh air. These procedures were very successful 
before the introduction of antitoxin. 

Rooms occupied by diphtheria patients must always be 
thoroughly fumigated with sulphur, as soon as the patient 
has recovered. 

In some of the severe laryngeal cases, intubation or trach- 
eotomy may be necessary to save the patient's life. 

Intubation is Indicated. — When the voice becomes whisper- 
ing, or suppressed; when the dyspnoea becomes marked, 
both in inspiration and expiration, and when there is con- 
siderable recession at the base of the sternum along the 
intercostal spaces. 

Do not wait too long after the diagnosis to establish by 
bacteriological examination. Much effort to overcome diffi- 
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culties 111 intubation should not be used nor continued long at 
a time, and if relief is not attained soon after the tube is in 
place, tracheotomy should be resorted to. The technic of 
intubation and tracheotomy as a means of treatment will be 
described in a special chapter. 

The treatment of diphtheria by antitoxin, or the serum treat- 
ment, as it is called by some, promises the best results, and, 
judging by the increased amount of it being used each year and 
the great decrease in the mortality of this dread disease, it 
certainly should commend itself to every physician who hap- 
pens to be called to treat diphtheria. 

The benefit to be derived from the antitoxin injection de- 
pends largely upon the time of its being used. If three or four 
days have elapsed and the disease has made rapid progress, 
both in the extent of the local manifestation and also of the 
general constitutional effects, the hope of saving is not very 
bright; but, even in a case like that, the injection should be 
used at once in the hope of benefiting the patient even slightly. 

When called in the early stages to see a case of diphtheria, 
the physician should inject at once 2000 units, and, if the con- 
ditions are not better in six hours, the injection should be re- 
peated; but if they have improved, wait twelve hours; then 
give 2000 more, and repeat this again in from twelve to eigh- 
teen hours. Usually three injections are sufficient, but as 
high as five may be given. If any other children have been 
exposed inject 1000 to 1500 units as a prophylactic measure. 

A sign of improvement is a bright red line surrounding the 
diphtheritic patch and a healthier condition of the surround- 
ing tissue. 

The effect of the serum is to lower the temperature. The 
injections are usually made in the side of the abdomen or of 
the large muscles of the back, and all antiseptic precautions 
must be used, both in cleansing the skin and having the 
syringe clean. 

Antitoxin should be given in every case when«the diagnosis is 
doubtful. If the larynx is at all involved, it should be used at 
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once. By this policy of treatment, a great deal of time is 
saved If the disease is diphtheria, and no harm at all is done 
if it is not diphtheria. Eariy injection is most important, and 
the sooner it is done after diagnosis is made, the better, but 
good results have occasionally been attained three days after 
the onset. 

Slight oedema may occur at the point of injection, and urti- 
caria-like eruptions have been observed in many cases — 
albuminuria in some few — but these symptoms all disappear 
in a few days. 

A few fatal cases have been reported as due to the injection 
but whether due to any injection which may have been in the 
antitoxin or to the infection being made directly Into a vein, 
has not been stated. In all cases it is well to use all anti- 
septic precautions. Be careful not to inject into a vein, and, 
above all, be absolutely sure that the antitoxin it thoroughly 
pure. 

NEW GROWTHS OF THE LARYNX. 

New growths of the larynx may be divided Into two vari- 
eties: — benign and malignant. 

The benign new growths of the larynx are: — Papilloma, 
fifroma, anglioma, and myxoma. 

The malignant new growths of the larynx are carcinoma, and 
sarcoma. 

PAPILLOMA OF THE LARYNX. 

Papilloma of the Larynx Is the growth most frequently seen. 
Paplllomata vary much In size and pliyslcal appearance. The 
color is usually alight red, the size varies from that of a pin-point 
to a bean, and there may he one, or several. Sometimes they 
look firm and round; at other times tliey resemble wart-like 
growths. They are most common In adult life. The papillo- 
mata sometimes found in children are peculiar In that they 
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are soft, multiple, anH usually associated with nasal or 
pharyngeal, catarrh. They are extremely hard to remove on 
account of the difficulty in keeping the child quiet and in a 
good light to view the growth, and on account of the smallness 
of the space. 

Papillomata may develop in any part of the larynx, but 
usually they .ire found on the vocal cords, ventricular bands, 
and the aryepiglottidean folds. 




A guarded prognosis should always be given, on account of 
the difficulty of removal and the tendency to return, but more 
especially on account of the tendency of the growth to become 
malignant if subject to much irritation, 

FIBBOHA OF THE LABTNX. 

Fibroma of the larynx is possibly the next most fref|uent 
growth, and, like the papilloma, usually grows from the an- 
terior extremity of the ventricular bands. Fibroma consists 
of hard, dense, fibrous tissue, grayish or deep-red color. The 
size varies from that of a pin-head to one large enough to 
almost fill the larynx. 

Removal is followed by good results, for the gi'owth seldom 
recurs. 

SymptomB. — ^The symptoms of l)enign growths of the lamix 
will depend on the size and position of the growths. When 
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they occur in the vocal band, the voice is interfered with, a 
condition which may develop complete aphonia. In adults 
they are usually easily removed, but in children it is very 
difficult to get at them, and, if irritated much by unskilled 
attempts, they may increase rapidly in size, and may become 
malignant. 

Treatment in Children. — If the growth is not too large, very 
good results may sometimes be obtained by using intubation 
tubes, with a specially prepared solution of alum, which forms 
a coating over the tube, and, placed in the larynx, acts as a 
strong astringent. 

As a rule, however, in children, it will be better to perform 
a preliminary tracheotomy, and then remove the growths 
with forceps; or, by cutting through the thyroid cartilages, 
remove all the growths at once. As soon as healing takes 
place, remove the tracheotomy tube. 

Treatment in adults is much simpler. Spray the larynx with 
two per cent, cocaine, and afterward apply ten per cent, thor- 
oughly over the larynx. With the aid of the laryngeal mir- 
ror, one may now see the exact condition of the larynx, and 
then select his instrument for operating (Figs. 106 and 107). 

If the growth is a large one, it can best be removed by 
forceps, using one to suit the size of the larynx. If the growth 
should happen to be situated at the sides of the vocal cord, 
with more or less of a pedicle, it may easily be removed with 
the snap guillotine. If the growth is small, or in a position 
hard to remove by forceps, it may be removed or reduced in 
size with chromic acid fused on an applicator with nitrate of 
silver, applied in the same way, or with a long cautery-elec- 
trode. In all these operations great care must be used for 
fear of wounding the surrounding part, particular care being 
exercised in the use of cauteries. 

When operating on the larynx, one should always be pre- 
pared to perform tracheotomy in case of spasm of the glottis. 
After the growths have been removed, it is always well to 
keep the patient under observation for some time, and have 
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him use at home every day an astringent spray to the larynx, 
using an atomiittr with a down tip, so as to reach the lainyx 
thomughiy. 
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MALIGNANT GROWTHS OF THE LARYNX. 

Malignant tumors of the Ian nx an' not uncommon aiui (UoY 
may be classed under two types, — i*an*ini>uiu and saix^Mua. 

CARCINOMA OF THE LARYNX. 

Carcinoma of the larynx, commonly called raut*tM\ i?* tho 
most frequent grow-th and is usually of \\\v rpitholial vuriotY 

The etiology of these growths is still rathor unrrrtHin, and 
no positively definite cause may Ih» j^ivt'U. lloi*iMlity U ita 
important factor, and any jxJsition or hahit \\u\\ vwwHt^H vuw 
stant irritation to the mucous nicnihninc, such ns suiokiuK, 
or irritating fumes of any kind, nuiy rcsuH in chnngiu^ 11 wim- 
ple growth into a malignant one. It is nion* fnM|uciitly Mcrn 
in men than in women, and usually occurs at nhout the niiddji^ 
period of life. 
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Carcinoma of the larynx may attack any part of the larynx, 
but is usually found on the epiglottis, the aryepiglottidean 
fold, or the vocal bands. 

In the early stages there may be some difficulty in the dis- 
tinction of carcinoma from ordinary papilloma. One of the 
best evidences of carcinoma is the general infiltration around 
the growth, and the tendency to extend backward. 

In the later stages, when ulceration has taken place, the 
diagnosis is more easy; fungoid growths are seen sprouting 
from the surface of the ulcer; all the surrounding tissues are 
inflamed; and, as the cancer extends, the cartilages become 
involved, and much deformity may appear. 

One of the most important symptoms is the peculiar lan- 
cinating pain radiating towards the ears. As the ulceration 
increases the pain gradually augments. The voice is affected 
and in some cases completely destroyed. The cough depends 
on the amount of ulceration. Dyspncea occurs, gradually 
getting worse, due to the amount of ulceration and infiltration 
into the surrounding tissues. Swallowing is painful and diffi- 
cult, especially if the upper part of the larynx is affected. 
There is a great deal of salivation, mixed at times with a 
mucopurulent secretion from the ulceration. 

The diagnosis is often difficult, and one may have to dif- 
ferentiate carcinoma from ordinary papilloma, or from tuber- 
culous and syphilitic laryngitis. It is very important to ex- 
clude these before the diagnosis is certain. 

Papilloma occurs usually in early life, cancer, after middle 
age. Papilloma is more clearly defined as a tumor, while 
cancer presents more irregularity and infiltration. In cancer, 
the pain radiating toward the ear is very significant, and the 
glands in the vicinity are usually enlarged. In tuberculosis 
one is apt to find the characteristic cough and the usual pul- 
monary lesions. Syphilis is more difficult to differentiate, 
especially if a gumma, but the effect of iodides on a syphilitic 
lesion will usually confirm the diagnosis. When still in doubt, 
in fact, in all cases, — a small part may be cut off and a micro- 
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scopical examination will usually decide the nature of the 
growth. In the early stages of cancer, the most significant 
sign of its existence is the gradually increasing hoarseness. 
A lesion or small ulceration, on one side of the larynx, and 
thickening of the surrounding tissue will cause more or less 
loss of motion on the affected side. These symptoms and 
conditions also have a tendency to increase. 

The prognosis is, as a rule, unfavorable: but, when seen 
early and thoroughly removed, there is a fair chance of re- 
covery. It is exceedingly difficult, however, to remove the 
growth completely, and recurrence is very common. 

The treatment may be divided into two parts, — operative 
and palliative. Iodide of potassium is one of the most use- 
ful drugs in these cases, even when the diagnosis is certain. 
It is well to put the patient on small doses for a time, and often 
marked improvement will be noticed; but it does not con- 
tinue, and in two or three weeks all improvement will cease. 

The palliative treatment consists in the use of soothing 
sprays and oils. 

The operative measures include laryngotomy, with the re- 
moval of the growth, and laryngectomy. 

SARCOMA OF THE LARYNX. 

Sarcomata of the larynx are rare and may attain great size. 
They differ widely in appearance, and may resemble a papil- 
lowa or fibrona. A microscopical examination is often 
the only means of making the diagnosis. They are usually 
found involving the true or false vocal cords. The tumor at 
first is usually round, smooth, generally red in color, but 
darker than the surrounding tissue. When ulceration takes 
place, and the growth is spreading rapidly, it is difficult to 
distinguish it from carcinoma. They do not kill as quickly 
as carcinoma, and usually terminate fatally. The only hope 
of recovery is the early and complete removal by operation. 
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SINGERS' NODULES. 

Singers' nodules are defined as another form of growth seen 
in the larynx but confined to the vocal cords. 

Synon3nns. — ^^IVachoma of the larynx; chorditis; tuberosa. 

Pathology. — ^l^he nodule is a small growth due to some in- 
flammatory action, usually seen near the edge of the cord 
nearer the anterior than the posterior end. There may be 
more than one, sometimes one on each cord. They vary in 
size from a pin-point to as large as a pea. The most frequent 
cause is the improper manner of using the voice in not adopt- 
ing the proper method of producing tones, — singing with the 
muscles in a tense position; or singing while suffering 
with a slight cold, thus using the vocal cords while the sur- 
rounding tissues are more or less inflamed. It may also be 
caused by any sudden and violent use of the voice, — a small 
vessel in the cords being ruptured and swelling up in in- 
flammatory condition. 

Symptoms. — ^^Phere is always alteration in the voice, variable 
in extent, due to the amount of interference with the approx- 
imation of the cords. The voice is uncertain, and will often 
act in a very uncertain way. People who used to sing find 
that they have difficulty in using their voice, usually in the 
middle register, but quite often in the upper; the voice seems 
to break suddenly, and lacks its former carrying power. 
These conditions gradually get worse as the growth increases 
in size, until complete loss of voice may occur. 

The diagnosis is very easily made with the laryngeal mirror. 

The prognosis depends entirely on the ability to remove 
these growths. 

Treatment. — Use cocaine freely. If the nodules are large 
it may be possible to seize hold of them with a laryngeal for- 
cep, but as they are abundant in dense tissue, this is hard to 
do. It is usually better to shrink them with caustic, using 
either chromic ac^id on a guarded applicator, or a long cautery- 
electrode. This latter the author finds best: it may be 
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applied to exactly the center of the growth, and the heat is 
under better control than in any other way. 

After any of the foregoing treatments, the patient should 
use the voice but very little during the next thirty-six or 
forty-eight hours. An astringent spray is indicated in the 
aftertreatment. 

In mild cases, cure may be effected by directing the patient 
to stop using the voice for a week or two, the sending him to 
a proper teacher, so that he will learn to use his voice in the 
proper manner. At the same time he should use — 

^- 

Alumnol 3 i. 

Glycothmolyin 3 iv. 

Distilled water up to 5 iv. 

Mix, and make a solution. 

S. — Use an atomizer with a down tip for larynx. 

And follow it with an oil spray — 
I*. 

Camphor gr. x. 

Zinc sulphate gr. xx. 

Liquid albolene 5 ii- 

Mix, and make a solution. 
S. — Use in an oil atomizer. 

In many simple cases this is all that will be required. 

QUESTIONS. 

Describe the laiynx. 

How many cartilages are there in the larynx? Name them. 
Name the adductor and abductor muscles of the larynx. 
Name the arterial and nervous supply of the larynx. 
What are the ventricular bands? Describe them. 
Describe the true and false vocal cords. 
What is laryngoscopy? 

Describe the method of examining the larynx. 

What difficulties in examining the larynx may sometimes be met, and 
how would you overcome them? 

What do you see in the normal larynx? 

Name the disease most commonly found in the larynx. 

What is acute laryngitis? What is the etiology of it? 



224 DISEASES OF THE LARYNX 

What are the symptoms of acute laryngitis? 

Describe the conditions found in examining an adult larynx with 
acute laryngitis. 

How would you diagnose and treat acute laryngitis in a child? 

What is chronic laryngitis, and why is it call^ such? 

Give the etiology and symptoms of chronic laryngitis. 

Describe the condition found on examining the throat in chronic 
laryngitis. 

Give fully your method of treating chronic laryngitis. 

What is meant by oedema of the larynx, and by what other name is 
it sometimes called? 

What is the cause of oedema of the larynx, and how would you treat 
it? 

What is laryngitis sicca? Describe the conditions found in the larynx 
in this disease. 

What would be your method of treating a case of laryngitis sicca? 

Give the pathology of syphilitic laryngitis. 

Give fully your method of diagnosing a case, and state how you would 
differentiate it from tuberculosis, or cancerous conditions. 

Describe your method of treating a case of tertiary syphilis of the 
larynx. 

How would you diagnose a case of tuberculous laryngitis? 

What might it be mistaken for, and how would you differentiate it? 

What is the usual prognosis in tuberculous laryngitis, and why? 

How would you treat tuberculous laryngitis in the early stages before 
ulceration took place? 

How would you diagnose and treat tuberculous ulceration of the 
larynx? 

What is the lingual tonsil? 

How would you diagnose a case of enlarged lingual tonsil? 

What are the svmptoms usually complained of, and how would you 
treat a case of enlarged lingual tonsil? 

What do you mean by false croup, and how would you diagnose a case 
of it? 

What is true croup, and how would you diagnose it from false? 

How would you treat a case of true croup? 

What is aphonia, and wliat are the usual causes of it? 

What do you mean by paralysis of the vocal cords? 

How would you diagnose a case? Describe the conditions usually 
found in the larynx when paralysis exists? 

What is the prognosis in paralysis of the vocal cords, and how would 
you treat a case of it? 

What are the symptoms of foreign body in the larynx? Outline fully 
your treatment of a case. 

What growths are found in the larynx? 

What are the symptoms, and how would you differentiate malignant 
growths from benign ones? 

How would you treat a case of papilloma of the vocal cords, and what 
is the usual prognosis? 
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How would you diagnose a case of papillomata of the larynx in a 
child, and how would you treat it? 

What is diphtheria? 

For what diseases might diphtheria be mistaken? 

Describe fully the subjective symptoms of diphtheria.' 

How would you differentiate diphtheria from acute tonsillitis? 

How would you treat a case of suspected diphtheria? 

What precautionary measures would you take in a family where one 
child had diphtheria? 

Outline your treatment in a case of diphtheria. 

Explain fully how and when you would use antitoxin? 

When is intubation indicated in diphtheria. 

What is intubation, and when is the operation indicated? 



CHAPTER VII. 



TRACHEOTOMY AND INTUBATION. 

TRACHEOTOMY. 

Definitions and Varieties. — ^Tracheotomy opens the trachea 
for the admission of air, and is given different names accord- 
ing to the location of the incision : thyrotomy, laryngotomy 
cricotomy, tracheotomy (high tracheotomy or low trach- 
eotomy). 

The instruments for tracheotomy are two scalpels, artery 
forceps, tenaculum, blunt hook, scissors, small retractors, 
needles, tracheotomy tube, tape, tracheal dilator (Fig. 105). 

Tracheotomy is incUcated in diphtheria when intubation does 
not relieve and the symptoms are urgent; to remove foreign 
bodies from the larynx that cannot be treated by simple 
methods; to provide passage for air, in growths, tumors, or 
abscesses pressing on the larynx and interfering with the 
proper supply of air; and for oedema of the glottis when the 
intubation tube cannot be introduced. 

15 
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Choice of Form of Tiacheotomy. — When possible, select (he 
operation below the larynx. It is preferable to cricothj- 
P,„ ,ns rotomy. While the latter is 

easier, the parts being nearer 
the surface, the lower opera- 
/ tion is more easily performed 
in adults, and is more advisa- 
ble if the tube is to be worn for 
any length of time. In all cases 
the site of the operation is de- 
' cide<l by the cause and the 
objet't to be attained. 

Technic of Tracheotomy, — 
Fig. 106 shows the best por- 
tion of the child. The patient 
is placed upon the back near 
the right side of the table, with 
a firm support under the shoul- 
ders. This position renders 
the structures on the anterior 
surface of the neck tense. 
The trachea is brought for- 

OperatioDs on the larynx and trachea : , , , , n • i • 

I Bubiiyniii piiHyiiEatomy: 11, tii^- Ward and the superncial vems 
MX'^v"nd'^''T«h'">ifi'i»wti*«X are partially emptied Chlo- 
™a«ii4"<'"\'^rl™'id"-^a^ef in™!"! roform is a good anaesthetic, 
thyroid gland. unless contraindicafed by pul- 

monary lesions. Ether may be used. In some adults, who 
are not nervous, the operation may easily be done under 
cocaine, injecting it under the skin and getting good local 
anaesthesia. The one giving the anaesthetic should hold the 
head stea<lily in position and exactly in the median line. 
This is important, as it affects very much the exact line 
of the incision. Before making the incision locate exactly 
the thyroid and cricoi<l cartilages and the median line of 
the neck. The incision should l>e made from a level of the 
cricoid cartilage downward for alxjut one inch and a half. 
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:iitaDeous tissue and cervical fascia should be sepa- 
rated with the handle of the scalpel. Cut carefully until the 
sternohyoid and sternothyroid muscles are reached. In the 
space between these muscles, the tmchea'is" seen crossed just 
below the cricoid cartilage, by the isthmus of the thyroid 




gland. Cut transversely the suspensory ligament of the 
thyroid isthmus (deep cervical fascia extending from the 
cricoid cartilage and enveloping the isthmus) and push the 
isthmus downwar<l for the extent of two or three traeheul 
rings. Everything is now bare to the trachea. Locate the 
exact position of the cricoid and the median line, and care- 
fully .stop all bleeding. Everything is now ready for the 
openttor to open the trachea. All instruments shttuld \k at 
hand in order to do it quickly. — a sharp scalpel tenaculum, 
tracheal dilator, damp towel, and the tube. The tenaculum 
is now hooked into the cricoid cartilage, held exactly in 
position, and pullefl gently upward. From the moment the 
book is ill the ericoid it acts as an irritant, and will often 
cause reflex cough. As soon as the trachea is opene<l there 
may be violent cough, foreing out the blood and mucus that 
might happen to be in the larynx. Care must be taken not 
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to get this sputum into the eyes of the operator, and for that 
purpose the damp towel is used. When the tube is in place 
and fastened by the tape around the neck, the lower part of 
the skin incision may be closed by three or four sutures. A 
piece of gauze is placed between the bute and the skin, and 
another thin piece of damp gauze protects the opening of the 
tube, and helps to moisten the air as it enters the lungs. 
The patient is kept quiet in bed, and the temperature of the 
room is maintained at from 7!i° to S0°. The nurse should 
see that the tube does not become stopped by mucus, for dur- 
ing the first twelve to twenty-four hours the tube acts more 
or less as an irritant, and requires constant care to prevent 
it from being blocked by the increased amount of secretions. 
The air of the room is kept moist by steam with some anti- 
septic added. (Figs. 107 and 108.) 

Fia. 107. Fio. 108 




Removal of tho TrEtcheotomy Tube. — ^The inner tube may be 
taken out often and cleansed, and the outer tube about once 
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each week. The len^h of time to leave the tube in place 
depends upon the object to be attained. 

If the object is to recover a foreign body, the tube is taken 
out as soon as the irritation caused by the foreign body is gone. 

In diphtheria it may be removed in from ten to fifteen 
days. It may be worn for years if necessary. Before re- 
moving the tube permanently, it is well to close it with a cork 
for a part of each day, thus permitting the patient to practice 
breathing through the nose. 

The tracheal wound heala very quickly by granulation as 
soon as the tube has been removed. 

Indications and Choice of Site of Operation in Emergency 
Tracheotomy. — Opening the neck, in cases of emergency, is 
sometimes required. This is always more difficult in children 
than in adults, on account of the small space in which to 
operate. 

In children it is often quite difficult to open the trachea 
rapidly, on account of the smallness of the tracheal rings 
which may easily be broken by pressure. On this account 
opening the larynx is the more suitable operation, when it is 
urgently required to relieve the danger of a foreign body, etc. 
It is not a good opening if a tube has to be worn for any 
length of time. An opening is made in the cricoihyriod 
apace, which in children is always very small. 

The position of the patient, and the instruments necessary 
are the same as in tracheotomy, only the oi>ening is a little 
hi^er up, beginning at the lower part of the thyroid cartilage 
and extending downward, in the median line, to the cricoid. 

The cricothyroid membrane is exposed, and opened by a 
vertical incision cutting directly into the larynx. One cannot 
stop to arrest the bleeding, but will have to control it asmuch 
M possible to prevent it from entering the larynx If no tulteis 
athandtheopeningmay be held open by forceps or tenaculum. 
AssooD as the opening is made and air enters, the congestion 
of the bloodvessels is relieved. (Fig. 109.) There are emer- 
gency tracheotomy tubes that may be used to plunge directly 
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into the larynx or trachea, in case a person is in great danger 
of choking. They are made on the same principle as an 
ordinary trocar: but care must be taken not to plunge them 
too far, for fear of wounding the posterior wall of the trachea 
or larynx. Never allow the patient to die when an opening 

Pj^ jog into the trachea or larynx 

might save hislife. Even 
if only a scalpel or ordi- 
nary pen-knife is at hand^ 
make an opening at once, 
and rotate the blade cross- 
wise in order to hold the 
wound open. This is 
easily done in adults, the 
r**^ * 1 ♦ * u« ' points to be remembered 

An emergency tracheotomy tube. |^ . 

bemg, to have the patient 
flat on the back, shoulders raised, and head held steadily 
in the median line. I>ocate the cricoid cartilage, and make 
the incision exactly in the median line. If one has no tube, 
hold the incision open with tenaculum, or put in a goose-quill, 
or anything that will hold the opening wide and allow the 
air to enter. As soon as the danger has passed and the tube 
or quill is removed, the wound heals precisely as do the ordi- 
nary tracheotomy wounds. 

INTUBATION. 

Intubation comprises the act of placing a hollow tube in the 
larynx to allow the air to enter the lungs. The tube lies 
between the vocal cords; with the head of it resting upon the 
false cords (Fig. 1 10). 

Intubation is indicated in any obstruction of the larynx 
which prevents a sufficient amount of air from entering the 
lungs, such as croup, oedema of the glottis, spasm of the 
larynx, any form of paralysis that lessens the lumen of the 
larynx, chronic stenosis. Intubation is not indicated for the 
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removal of a foreign body, nor for any obstruction too far 
down to be reached by the shaft of the tube. This operation 
of intubation, and the instruments, were first devised and 
described by O'Dwyer. His original instruments have been 
modifiet!, but still remain as serviceable as any others. 




O'Dwyet"! 



The technic of intubation and extubation is of two Htaj,'cs, 
placing the tulw in the larynx (intubation), and removing the 
larynx (extubation). 

The Technic of Intubation. — The child is placed upon i 
nurse's knee, a sheet or towel is pinned around its anns, it 
head is held against the left shoulder of the nnrse firmly by 
one hand ; an assistant stands at ont^ side, holding' the mouth- 
gag in position, and pulling the tongue out gently, exactly in 
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Fia. 111. 




the median line; the operator holds the introducer, carrying 
the proper size tube, (to which a string has been attached), 
in his right hand; passes the forefinger of the left hand into 

the mouth until the epiglottis is 
encountered, and pulls it gently 
downward; with the right hand 
passes the tube in, keeping it ex- 
actly in the median line; as soon 
as the epiglottis is reached, raises 
the handle of the carrier; and 
the tube slips over the epiglottis, 
into the larynx (Fig. 111). 

As soon as one feels it in po- 
sition, he presses the spring of 
the carrier, which loosens the 
tube. Keep the finger on the 
head of the tube, and draw out 
the introducer, leaving the tube 
in place. In fwo or three min- 
utes the spasm from the irrita- 
tion of the tul)e passes, and the 
child quiets and breathes more 
easily. The string attached to 
the tube may be fastened to the 
side of the cheek with a strip of 
adhesive plaster, or fastened to 
the teeth, and after the danger of 
spasm or coughing it up, the 
string may be removed and the 
tube allowed to remain any 
length of time. 

Dangers of Intubation. — 1. One 
of the most serious hazards is 
the collapse of the patient from 
the repeated attempts to introduce the tube in an unskillful 
manner, — heart weakness in diphtheria is very common. 




O'Dwyer's laryngeal tube and 
introducer. 
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2. The tube may be too small and slip between the vocal 
cords. 

3. The tube may be forced into the wrong passage; i. c, 
the resophagus, 

Fio. 112. 




4. The tube may push ahead of itself some of the mem- 
brane, and in this way obstruct its own lumen, or infect the 
lower regions of the larynx. 

5. The tube may Iw; forced up by coughing or vomiting. 

6. The child may pull the string out. or bite it off with the 
teeth. 
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7. If at any time there is sudden dyspna-a, the nurse 
should take the tube out, and, phtcing the child with head 
down, vigorously slap it on the back. 

S, In feeding the child, care sliould be exercised lest food 
get into the trachea. The best method of feeding is to let the 
child swallow the food while lying on the back, or side, with 
the head a little low (Fig. 112). 

In diphtheria, if antitoxin has not been used before the tube 
was introduced, give it at once; and, if there is any tendency 




ythei 
injei 
L 



for (he incmli];uii' Xi.< cxIoikI toward the trachea, as shown by 
the quickened respiration, crowd the antitoxin, giving heroic | 
injections (Fig. 113). 
The tedinic of eztnbatioiL is more difficult, but is done ia i 
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the same general way, except that the extractor is in the shape 
of a forceps which fits into the opening of the tube; by 
pressure on a spring, the jaws open, and fasten to the tube 
and in this way it is removed (Fig. 114). 

Fio. 114. 




O'Dwyer's tube extractor. 

The tube may sometimes be removed by placing the fingers 
on each side of the trachea, causing the patient to cough and 
in this way forcing it out. 

Extubation is a difiicult operation in a struggling child, and 
should be done quickly, using no force whatever. When 
done in this way extubation has very few unpleasant con- 
sequences to the child. 

Every physician should practice on the cadaver, and be- 
come familiar with the technic of the operation. Duration of 
retention of the tube. The length of time for leaving the tube 
in the larynx will depend on the size of the child and the 
severity of the case. In young children with diphtheria, it 
may require a long time, but when the case is doing well, it 
will seldom require to be left in more than six or eight days, 
and when then removed, will rarely require to be replaced. 

The tube should always be removed and examined on the 
occurrence of any dyspnoea, for the tube may have become 
filled with mucus or shreds of membrane. 

An evidence that the tube is in position and not occluded 
is the character of the breathing in the lungs, which should 
always be ascertained by careful auscultation. 
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After the removal of the tube, always remain at the bedside 
for an hour or two, and, if dyspnoea returns, replace the tube 
at once. There may be erosions or paralysis after the removal 
of the tube but these things soon pass away. 

QUESTIONS. 

Explain the steps taken in intubating a child. 

What are the dangers sometimes seen in intubation? 

How long would you leave the tube in, and when would you consider 

it safe to leave the tube out? 
What is tracheotomy? 

What instruments are necessary for the operation? 
Describe the operation for tracheotomy. 
What dangers are to be avoided in performing tracheotomy? 
Describe fully the care and aftertreatment in a case of tracheotomy. 
How long may the tube be worn? 
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Abductor paralysis, 199 
Abscess, peritonsillar, 158 
retropnaryngeal, 139 
of septum of nose, 95 
definition of, 95 
pathology of, 95 
symptoms of, 95 
treatment of, 95 
Adenoid vegetations, 71 
Adenoids of nose, 71 
definition of, 71 
diagnosis of, 74 
etiology of, 72 
examination in, 75 
pathology of, 71 
prognosis of, 79 
symptoms of, 73 
synonyms of, 71 
treatment of, 75 
with anaesthetic, 76 
without anaesthetic, 76 
Anaesthesia of pharynx, 143 
Antrum of Highmore, 33 
anatomy of, 112 
chronic suppurative inflam- 
mation of, 112 
Aphonia, 198 
causes of, 198 
diagnosis of, 199 
hysterical, 199 
Asch's operation for deviated sep- 
tum, 83 
Atrophic pharyngitis, 131 

enlarged tonsils with, 158 
Atrophic rhinitis, 54 
Auxiliary sinuses of nose, diseases 
of, 111 



Bellocq's canula, 100 
Bosworth's tongue depressor, 22 
Buccal tonsil, 201 



Carcinoma of larynx, 219 
diagnosis of, 220 
etiology of, 219 
prognosis of, 221 
symptoms of, 220 
treatment of, 221 
of nose, 110 

symptoms of, 110 
treatment of, 110 
Casselberry's exostoses saw, 91 
Catarrh of larynx, acute, 174 
nasal, acute, 36 
of pharynx, dry, 131 
Catarrhal laryngitis, 174 

sore throat, 126 
Cellulitis of larynx, acute, 183 
Chorditis, 222 

Chromic acid cauterization in' 
treatment of hypertrophic 
rhinitis, 48 
Circumtonsillar abscess, 158 
Clergyman's sore throat, 129 
Consiunption of larynx, 187 
Coryza, 36 
Croup, 207 
false, 174, 207 
etiology of, 207 
pathology of, 207 
symptoms of, 207 
treatment of, 207 
spurious, 207 
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Croup 
true, 208 
pathology of, 208 
symptoms of, 208 

Curtis' straight saw, 90 



Deviation of septum of nose, 81 
Devilbiss powder blower, 38 

spray tubes, 28 

electric heater for, 28 
Diphtheria, 209 

definilion of, 209 

diagnosis of, 209 

etiology of, 210 

treatment of, 210 
local, 211 

• intubation in, 213 
Douglas snare, 54 



Elongated uvula, 164 
symptoms of, 164 
treatment of, 164 
Empyema of antrum, 112 

treatment, 116 
Enlarged middle turbinate bones, 

treatment of, 51 
Epistaxis, 98 
causes of, 98 
definition of, 98 
diagnosis of, 98 
synonym of, 98 
treatment of, 99 
Ethmoidal sinuses, 33 
Ethmoiditis, 122 
definition of, 122 
symptoms of, 122 
treatment of, 123 
Exostoses of nose, 89 
definition of, 89 
diagnosis of, 89 
symptoms of, 90 
treatment of, 90 
Extranal opening of frontal sinus, 

121 
Extubation, technic of, 234 



False croup, 207 
Faucial tonsil, diseases of, 145 
Fibroma of larynx, 216 
symptoms of, 216 
treatment of, 217 
of nose, 107 

diagnosis of, 108 
pathology of, 108 
prognosis of, 108 
symptoms of, 108 
treatment of, 108 v 

of pliarynx, 142 
Follicular pharyngitis, 133 
Forceps, cutting, 53 
Foreign bodies m larynx, 204 
diagnosis of, 205 
sources and results of, 204 
symptoms of, 205 
treatment of, 206 
in nose, 96 

diagnosis of, 96 
sources of, 96 
symptoms of, 96 
treatment of, 97 
in pharynx, 141 
symptoms of, 141 
treatment of, 141 
Frontal sinus, extranasal opening 
of, 121 
sinusitis, 119 
diagnosis of, 120 
symptoms of, 119 
treatment of, 120 



Gleason's operation for deviated 

septum, 87 
Glottis, oedema of, 183 
Gottstein's adenoid curette, 79 
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Hartman's tonsil punch, 157 
Hay asthma, 63 

fever, 63 
Head mirror, 18 
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Highmore, antrum of, 33 
Holmes' nasal scissors, 50 
Hyperaesthesia of phanryx, 144 
Hypertrophic rhinitis, 44 
Hypertrophied tonsils, 150 
symptoms of, 151 
treatment of, 152, 155 
Hysterical aphonia, 199 
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Inflammation of uvula, acute, 163 
symptoms of, 163 
treatment of, 163 
Inflammatory sore throat, 126 
Intubation, 230 
dangers of, 232 
indications for, 230 
technic of, 231 



June cold, 63 
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Knight's electric tonsil snare, 155 
Kyles' operation for deviated sep- 
tum, 86 



Laryngeal mirrors, 20 

tuberculosis, 187 
Laryngitis, acute, 174 
definition of, 174 
diagnosis of, 175 
symptoms of, 175 
synonyms of, 174 
treatment of, 175 
catarrhal, 174 
chronic, 178 

definition of, 178 
diagnosis of, 179 
prognosis of, 179 
symptoms of, 178 
treatment of, 179 
membranous, 208 
phlegmonous, 183 



Laryngitis, 
sicca, 185 

definition of, 185 

etiology of, 185 

symptoms of, 185 

treatment of, 186 
spasmodic, 207 
specific, 194 
stridulus, 207 
syphilitic, 194 
tuberculous, 187 

definition of, 187 

diagnosis of, 189 

pathology of, 187 

symptoms of, 188 

synonyms of, 187 

treatment of, 190 
Laryngoscopy, difficulties of, 173 
Larynx, anatomy of, 166 
carcinoma of, 219 
cellulitis of, acute, 183 
consumption of, 187 
diseases of, 166 

diseases of, classification of, 174 
examination of, 169 
fibroma of, 216 
foreign bodies in, 204 
malignant growths of, 219 
new growths of, 215 
oedema of, acute, 183 
papilloma of, 215 
sarcoma of, 221 
syphilis of, 194 
trachoma of, 222 
tuberculosis of, 187 
Leptothrix tonsils, 157 
Lingual tonsils, 201 

definition of, 201 

pathology of, 201 

symptoms of, 202 

synonyms of, 201 

treatment of, 202 
Luschka's tonsil, 71 
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McKenzie's tonsillotoms, 151 
Malignant growths of larynx, 219 
Mathieu's tonsillotoms, 152 
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Maxillary sinus, 33 
sinusitis, 111 
causes of, 112 
symptoms of, 113 
treatment of, 116 
Membranous laryngitis, 208 
Middle turbinate bones, enlarged, 

treatment of, 51 
Myles' nasal speculum, 21 
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Nasal catarrh, acute, 36 
douche cup, 43 
polypus, 66 

oefinition of, 66 

diagnosis of, 68 

pathology of, 67 

symptoms of, 68 

treatment of, 69 
speculum, 20 
syphilis, 102 

primary lesion of, 102 

prognosis of, 104 

second stage of, 102 

significance of, 103 

symptoms of, 103 

treatment of, 104 
Neuroses of pharynx, 143 

treatment of, 144 
New growths of larynx, 215 
Nose, accessory cavities of, 33 
anatomy of, 30 
bleed, 98 

blood supply of, 33 
carcinoma of, 110 
examination of, essentials of, 17 
exostoses of, 89 
fibromata of, 107 
foreign bodies in, 96 
nerves of, 33 
papillomata of, 110 
physiology of, 29 
sarcoma of, 109 
septum of, abscess of, 95 
affections of, 80 
sinuses of auxiliary diseases of, 

111 
syphilis of, 102 



(Edema of glottis, 183 
of larynx, acute, 183 
aefinition of, 183 
etiology of, 183 
prognosis of, 184 
symptoms of, 183 
synonyms of, 183 
treatment of, 184 
Ostium maxillare, 32 
Ozena, 60 
causes of, 60 
definition of, 60 
diagnosis of, 60 

differential, 61 
examination in, 60 
treatment of, 61 



Papilloma of larynx, 215 
Papillomata of nose, 110 
treatment of. 111 
of pharynx, 142 
Paraesthesia of pharynx, 144 
Paralysis of muscles of pharynx, 
144 

of vocal cords, 199 
causes of, 200 
prognosis of, 201 
symptoms of, 200 
treatment of, 201 
Peritonsillar abscess, 158 
definition of, 158 
symptoms of, 159 
synonyms of, 158 
treatment of, 159 
after recovery, 162 
Pharyngeal tonsil, 71 
Pharyngitis, acute, 126 
etiology of, 127 
symptoms of, 127 
treatment of, 127 
atrophic, 131 
definition of, 131 
enlarged tonsils with, 158 
etiology of, 131 
symptoms of, 132 
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Pharyngitis, atrophic 

synonyms of, 131 

treatment of, 132 
chronic, 129 

definition of, 129 

etiology of, 129 

symptoms of, 129 

synonyms of, 129 

treatment of, 130 
dry, 131 
follicular, 133 

definition of, 133 

etiology of, 133 

symptoms of, 133 

treatment of, 134 
sicca, 131 
simple, 126 
syphilitic, 136 

diagnosis of, 137 

treatment of, 137 
tuberculous, 135 

differential diagnosis of, 135 

prognosis of, 136 

symptoms of, 135 

treat.ment of, 136 
Pharynx, anaesthesia of, 143 
disease of, 125 

classification of, 126 
fibromata of, 142 
foreign bodies in, 141 
hyperaesthesia of, 144 
muscles of, paralysis of, 144 
neuroses of, 143 
papillomata of, 142 
paraesthesia of, 144 
sarcoma of, 143 
tumors of, 142 
Phlegmonous laryngitis, 183 

tonsillitis, acute, 158 
Polypus, nasal, 66 
Postnasal growth, 71 



Quinsy, 158 



Reflectors, 18 



Retropharyngeal abscess, 139 

definition of, 139 

prognosis of, 140 

symptoms of, 139 

treatment of, 140 
Rhinitis, 36 
acute, 36 

definition of, 36 

diagnosis of, 37 

etiology of, 36 

physical examination in, 37 

symptoms of, 36 

treatment of, 37 
atrophic, 54 
cause of, bb 

definition of, 54 

diagnosis of, 56 

examination in, 55 

pathology of, 55 

symptoms of, 55 

treatment of, 56 
systemic, 60 
chronic, 40 

definition of, 40 

etiology of, 40 

examination in, 41 

prognosis of, 41 

symptoms of, 41 

treatment of, general, 41 
local, 42 
definition of, 36 
forms of, 36 
hypertrophic, 44 

definition of, 44 

diagnosis of, 46 

etiology of, 44 

examination in, 45, 46 

pathology of, 44 

posterior, treatment of, 49 

symptoms of, 44 

treatment of, 47 

chromic acid cauterization in, 
48 
specific, 102 
syphilitic, 102 
vasomotor, 63 

definition of, 63 

differential diagnosis of, 64 

etiology of, 63 
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Rhinitis, vasomotor 
synonyms of, 63 
treatment of, 64 
Rhinoliths, 97 

definition of, 97 

treatment of, 98 
Rhinoscopy, 34 

anterior, 34 

essentials of, 34 

posterior, 35 

anatomic points of, 35 
Rice's exostosis saw, 91 

nasal speculum, 21 
Ricord 's narmostat, 154 
Roe's operation for deviated sep- 
tum, 83 
Rose cold, 63 



Sajons' nasal polypus snares, 70 

uvula scissors, 165 
Sarcoma of larynx, 221 
of nose, 109 

symptoms of, 109 
treatment of, 110 
of pharynx, 143 
Schneiderian membrane, 33 
Septum of nose, abscess of, 95 
deviation of, 81 
definition of, 81 
diagnosis of, 83 
etiology of, 82 
symptoms of, 82 
treatment of, 83 
Singer's nodules, 222 
diagnosis of, 222 
pathology of, 222 
prognosis of, 222 
symptoms of, 222 
treatment of, 222 
sore throat, 129 
Sinuses of nose, auxiliary diseases 

of. 111 
Sinusitis, acute, 111 
chronic. 111 
frontal, 119 
maxillary. 111 
Spasmodic laryngitis, 207 



Speculum nasal, 20 
Spray tubes, 26 
Spurious croup, 207 
Syphilis of larynx, 194 
definition of, 194 
diagnosis of, 196 
etiology of, 195 
pathology of, 194 
prognosis of, 197 
symptoms of, 195 
synonyms of, 194 
treatment of, 197 
nasal, 102 
Syphilitic laryngitis, 194 
pharyngitis, 136 



Throat, examination of, essentials 

of, 17 

tuberculosis of, 187 
Tobold's folding tongue depressor, 

22 
Tongue depressor, 20 
Tonsil buccal, 201 

enlarged, with atrophic pharyn- 
gitis, 158 

faucial, anatomy of, 145 
diseases of, 145 

hypertrophied, 150 

leptothrix, 157 

lingual, 201 

Luschka's, 71 

pharyngeal, 71 
Tonsillitis, acute, 147 
phlegmonous, 158 
symptoms of, 147 
treatment of, 147 
Tracheotomy, 225 

choice of form of, 226 

definitions of, 225 

emergency, indications and 
choice of site of operation, 229 

indications for, 225 

instruments for, 225 

technic of, 226 

tube, removal of, 228 

varieties of, 225 
Trachoma of larynx, 222 
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True croup, 208 

Tuberculosis of larynx, 187 
of throat, 187 

Tuberculous laryngitis, 187 
definition of, 187 
diagnosis of, 189 
etiology of, 188 
pathology of, 187 
symptoms of, 188 
synonyms of, 187 
treatment of, 190 
pharyngitis, 135 

Tumor of pharynx, 142 



Turbinate bones, middlQ enlarged, 
treatment of, 51 
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Uvula, disease of, 163 
elongated, 164 
inflanmiation of, acute, 163 



Vasomotor rhinitis, 63 
Vocal cords, paralysis of, 199 
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